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To the Governor and Members of the General Assembly: 

 
A parent's right to their child is derived from their duty to protect the child. If the parent seriously harms 

the child, or threatens such harm, the State intervenes. When the State takes a child into its care, it 

assumes the duty to protect.  When harm comes to the child while in State care, each of the involved 

institutions and agencies must reflect on their actions or lack of action while engaging each other to 

determine if critical protective factors were in place.  Each institution ï law enforcement, child protection, 

stateôs attorneys, mental health, advocacy, education, social services and the courts ï serves a part in 

society's efforts to prevent harm to children.  

 

This year, a young girl was murdered and her brother seriously injured by their father while in State care. 

Systemic failures occurred throughout the involved agencies and institutions. These failures contributed 

to the continuing risk to the children who came into care after their mentally ill and substance abusing 

father held the children hostage with lethal accelerants. A redacted investigation of this child's death is 

attached to this year's report.  It is hoped that this investigation can be used to avoid similar tragedies in 

the future.  

 

2014 also ended with the conviction of a foster mother for the murder of her young foster daughter.  Our 

investigation into the death of the child was disheartening. The investigation found a mental health 

therapist had handed the distressed foster mother a controversial, junk-science treatment book. The 

author, a former dog groomer, promoted radical, aggressive, and pathological methodologies to be used 

on foster or special needs children. The young foster mother overwhelmed with the care of six young 

children, including the stress of caring for a newborn, appeared to scapegoat the four-year-old.   While the 

Coroner's jury ruled the child's death a homicide, it was only through the valiant efforts of a newly elected 

stateôs attorney that charges were brought forward and successfully prosecuted. 

 

Included in this year's annual report is a special report on sleep-related infant deaths where parents were 

investigated by child protection despite the absence of either drug or alcohol abuse or other blatant 

disregard.  This report was distributed to the Governor, the Director of DCFS, state and national public 

health officials, the child death review teams and the Senate Subcommittee for DCFS Oversight.   

 

Some children who have been exploited or who have been deprived of stable nurturing and protective 

relationships face a greater risk of becoming victims of future exploitative relationships or may become 

exploitative themselves.  Some are calloused by environments of violence, gangs, guns, and exploitative 

sex.  Ten years ago, the murder of eleven-year-old "Yummy" Sandifer provided us with a cruel reminder 

of the harsh realities and dangers of these influences and the shared failures of our juvenile justice and 

child welfare systems.  Counterinfluences to such stark realities need to include effective violence 



 

reduction interventions, as referenced in the Surgeon General's Report on Youth Violence, and the 

development of a moral and caring community among the children, ideally with a viable family member 

who can support the child upon his or her return to the home community.  The recommendations 

implementation section in this year's report includes a section on past Inspector General recommendations 

directed towards decreasing violence among high risk wards.   

 

 

Respectfully, 

 
 
Denise Kane, Ph.D. 

Inspector General 
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INTRODUCTION  

 

The Office of the Inspector General of the 

Department of Children and Family Services 

was created by unanimous vote of the Illinois 

General Assembly in June 1993 to reform and 

strengthen the child welfare system. The 

mandate of the Office of the Inspector General 

(OIG) is to investigate misconduct, misfeasance, 

malfeasance, and violations of rules, procedures, 

or laws by Department of Children and Family 

Services (DCFS) employees, foster parents, 

service providers and contractors with the 

Department.  See 20 ILCS 505/35.5 ï 35.7.  To 

that end, this Office has undertaken numerous 

investigations and initiated projects designed to 

uncover wrongdoing, improve practice, and 

increase professionalism within the Department.  

 

INVESTIGATION CATEGORIES  
 

Death and Serious Injury Investigations 

 

The Office of the Inspector General investigates 

deaths and serious injuries of Illinois children 

whose families were involved in the child 

welfare system within the preceding 12 months.  

The Inspector General is an ex officio member of 

the Child Death Review Team Executive 

Council.  The OIG receives notification from the 

Illinois State Central Register (SCR) of all child 

deaths and serious physical injuries where the 

child was a ward of DCFS, the family is the 

subject of an open investigation or service case, 

or the family was the subject of a previous 

investigation or closed case within the preceding 

12 months.  The notification of a child death or 

serious injury generates a preliminary 

investigation in which the death report and other 

reports are reviewed and computer databases are 

searched.  When further investigation is 

warranted, records are impounded, subpoenaed 

or requested and a review is completed.  When 

necessary, a full investigation, including 

interviews, is conducted.  The Inspector 

Generalôs Office created and maintains a 

database of child death statistics and critical 

information related to child deaths in Illinois.   

The following chart summarizes the death cases 

reviewed in FY 2014: 

 

FY 14 CHILD DEATH CASES REVIEWED   

 

CHILD DEATHS IN FY 14 MEETING THE 

CRITERIA  FOR REVIEW  
99 

INVESTIGATORY REVIEW S OF RECORDS 80 

FULL INVESTIGATIONS  19 

 

Summaries of death investigations, with a full 

investigative report submitted to the Director, 

are included in the Investigations Section of this 

Report beginning on page 7.  Summary of all 

child deaths reviewed by the Office of the 

Inspector General in FY 14 can be found on 

page 37 of this report.   

 

General Investigations 

 

The Office of the Inspector General responds to 

and investigates complaints filed by the state and 

local judiciary, Department employees, foster 

parents, biological parents and the general 

public.  Investigations yield both case-specific 

recommendations, including disciplinary 

recommendations and recommendations for 

systemic changes within the child welfare 

system. The Inspector Generalôs Office monitors 

compliance with all recommendations.  

 

Child Welfare Employee Licensure 

Investigations 
 

In 2000, the General Assembly mandated that 

the Department of Children and Family Services 

institute a system for licensing direct service 

child welfare employees.  The Child Welfare 

Employee License (CWEL) permits centralized 

monitoring of all persons providing direct child 

welfare services, whether they are employed 

with the Department or a private agency.  The 

employee licensing system seeks to maintain 

accountability, integrity and honesty of those 
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entrusted with the care of vulnerable children 

and families.    

 

A child welfare employee license is required for 

both Department and private agency 

investigative, child welfare and licensing 

workers and supervisors.  The Department, 

through the Office of Employee Licensure, 

administers and issues Child Welfare Employee 

Licenses.  

 

A committee composed of representatives of the 

Office of the Inspector General, the Child 

Welfare Employee Licensure Board and the 

Departmentôs Office of Employee Licensure 

screens referrals for CWEL Investigations.  The 

committee reviews complaints to determine 

whether the allegations meet one or more 

grounds for licensure action as defined in 

Department Rule 412.50 (89 Ill. Adm. Code 

412.50). The OIG investigates and prosecutes 

CWEL complaints and hearings.   
 

When a CWEL Investigation is completed, the 

Office of the Inspector General, as the 

Departmentôs representative, determines 

whether the findings of the investigation support 

possible licensure action. Allegations that could 

support licensure action include conviction for 

specified criminal acts, indicated findings of 

child abuse or neglect, egregious acts that 

demonstrate incompetence or a pattern of 

deviation from a minimum standard of child 

welfare practice.  Department Rule 412.50 (89 

Ill. Adm. Code 412.50) specifies the grounds for 

licensure action.  When licensure action is 

appropriate, the licensee is provided an 

opportunity for a hearing.  An Administrative 

Law Judge presides over the hearing and reports 

findings and recommendations to the Child 

Welfare Employee Licensure Board. The CWEL 

Board makes the final decision regarding 

licensure action.  
 

In FY 2014, 20 cases were referred to the OIG 

for Child Welfare Employee License 

investigations. In addition, the Inspector 

Generalôs Office provided research and technical 

assistance to the Office of Employee Licensure 

in six evaluations of CWEL applicants and 

investigated and opposed one request for 

reinstatement.   

 

FY 2014 CWEL Investigation Dispositions 
 

CASES OPENED FOR FULL INVESTIGATION  20 

INVESTIGATIONS COMPLETED/NO CHARGES 9 

REVOCATION 2 

LICENSE SUSPENSION 2 

LICENSES VOLUNTARILY RELINQUISHED                     4 

PENDING ADMINISTRATIVE HEARING 3 
 

Resolution of Prior Investigations 
 

CASES PENDING  5 

REVOCATION 2 

LICENSE SUSPENSION 2 

PENDING FINAL DECISION  1 
 

 

Criminal Background Investigations and Law 

Enforcement Liaison 

 

The Inspector Generalôs Office provides 

technical assistance to the Department and 

private agencies in performing and assessing 

criminal history checks. In FY 14, the Inspector 

Generalôs Office opened 2,783 cases requesting 

criminal background information from the Law 

Enforcement Agencies Data System (LEADS). 

Each case may involve multiple law 

enforcement database searches.  For the 2,783 

cases opened in FY 14, the OIG conducted 

9,105 searches for criminal background 

information.  

 

In addition, in the course of an investigation, if 

evidence indicates that a criminal act may have 

been committed, the Inspector General may 

notify the Illinois State Police, and the OIG may 

investigate the alleged act for administrative 

action only.   

 

The Office of the Inspector General assists law 

enforcement agencies with gathering necessary 

documents.  If law enforcement elects to 

investigate and requests that the administrative 

investigation be put on hold, the Office of the 

Inspector General will retain the case on monitor 

status.  If law enforcement declines to prosecute, 

the Inspector General will determine whether 
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further investigation or administrative action is 

appropriate.  

 

INVESTIGATIVE PROCESS 
 

The Office of the Inspector Generalôs 

investigative process begins with a Request for 

Investigation or notification by the State Central 

Register of a childôs death or serious injury or a 

referral for a Child Welfare Employee License 

investigation.  Investigations may also be 

initiated when the OIG learns of a pending 

criminal or child abuse investigation against a 

child welfare employee.  

 

In FY 2014, the Office of the Inspector General 

received 3,141 Requests for Investigation or 

technical assistance.
1
 Requests for Investigation 

and notices of deaths or serious injury are 

screened to determine whether the facts suggest 

possible misconduct by a foster parent, 

Department employee, or private agency 

employee, or whether it suggests a need for 

systemic change.  If an allegation is accepted for 

investigation, the Inspector Generalôs Office will 

review records and interview relevant witnesses.  

The Inspector General reports to the Director of 

the Department and to the Governor with 

recommendations for discipline, systemic 

change, or sanctions against private agencies.  

The Office of the Inspector General monitors the 

implementation of accepted recommendations.   

 

The Office of the Inspector General may work 

directly with a private agency and its board of 

directors to ensure implementation when 

recommendations pertain to a private agency.  In 

rare circumstances, when the allegations are 

serious enough to present a risk to children, the 

Inspector General may request that an agencyôs 

intake for new cases be put on temporary hold, 

or that an employee be placed on desk duty, 

pending the outcome of the investigation. 

 

The Office of the Inspector General is mandated 

by statute to be separate from the Department.  

                                                 
1
This includes requests for investigation, notice of child 

deaths and serious injuries, notification of arrests or 

pending abuse investigations, and requests for technical 

assistance and information.  

OIG files are not accessible to the Department.  

The investigations, investigative reports and 

recommendations are prepared without editorial 

input from either the Department or any private 

agency.  Once a Report is completed, the 

Inspector General will consider comments 

submitted by the Department and the involved 

private agency and the Report may be revised 

accordingly. 

 

If a complaint is not appropriate for full 

investigation by the Office of the Inspector 

General, the OIG may refer the complaint to law 

enforcement (if criminal acts appear to have 

been committed), to the Departmentôs Advocacy 

Office for Children and Families, or to other 

state regulatory agencies, such as the 

Department of Financial and Professional 

Regulation.   

 

Administrative Rules 

 

Rules of the Office of the Inspector General are 

published in the Illinois Register at 89 Ill. 

Admin. Code 430.  The Rules govern intake and 

investigations of complaints from the general 

public, child deaths or serious injuries and 

allegations of misconduct. Rules pertaining to 

employee licensure action are found at 89 Ill. 

Admin. Code 412. 

 

Confidentiality 

 

A complainant to the Office of the Inspector 

General, or anyone providing information, may 

request that their identity be kept confidential. 

To protect the confidentiality of the 

complainant, the OIG will attempt to procure 

evidence through other means, whenever 

possible.  At the same time, an accused 

employee needs to have sufficient information to 

enable that employee to present a defense.  The 

OIG and the Department are mandated to ensure 

that no one will be retaliated against for making 

a good faith complaint or providing information 

in good faith to the OIG.        

 

Reports issued by the Office of the Inspector 

General contain information that is confidential 

pursuant to both state and federal law.   As such, 

Inspector General Reports are not subject to the 
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Freedom of Information Act.  Annually, the 

Office of the Inspector General prepares several 

reports deleting confidential information for use 

as teaching tools for private agency and 

Department employees.   

 

Impounding 

 

The Office of the Inspector General is charged 

with investigating misconduct "in a manner 

designed to ensure the preservation of evidence 

for possible use in a criminal prosecution." 20 

ILCS 505/35.5(b).  In order to conduct thorough 

investigations, while at the same time ensuring 

the integrity of records, investigators may 

impound files.  Impounding involves the 

immediate securing and retrieval of original 

records.   When files are impounded, a receipt 

for impounded files is left with the office or 

agency from which the files are retrieved.  

Critical information necessary for ongoing 

service provision may be copied during the 

impound in the presence of the OIG investigator. 

Impounded files are returned as soon as 

practicable.  However, in death investigations, 

the Office of the Inspector General forwards 

original files to the Departmentôs Division of 

Legal Services to ensure that the Department 

maintains a central file. 

 

REPORTS 
 

Inspector General Reports are submitted to the 

Director of DCFS.  Specific reports are also 

shared with the Governor.  An Inspector General 

Report contains a summary of the complaint, a 

historical perspective on the case, including a 

case history, and detailed information about 

prior DCFS or private agency contact(s) with the 

family.  Reports also include an analysis of the 

findings, along with recommendations.  

 

The Office of the Inspector General uses some 

reports as training tools to provide a venue for 

ethical discussion on individual and systemic 

problems in child welfare practice. The reports 

are redacted to ensure confidentiality and then 

distributed to the Department or private agencies 

as a resource for child welfare professionals.  

Redacted reports are available on the OIG 

website:      http://www.state.il.us/DCFS/library/ 

com_communications_inspector.shtml or by 

request from the Office of the Inspector General 

by calling (312) 433-3000. 

 
Recommendations 

 

In investigative reports, the Inspector General 

may recommend systemic reform or case 

specific interventions. Systemic 

recommendations are designed to strengthen the 

child welfare system to better serve children and 

families.  

 

Ideally, discipline should have an accountability 

component as well as a constructive or didactic 

one.  It should educate an employee on matters 

related to his/her misconduct while also 

functioning to hold employees responsible for 

their conduct.    Without the accountability 

component, there is little to deter misconduct.  

Without the didactic component, an employee 

may conclude that s/he has simply violated an 

arbitrary rule with no rationale behind it.  

 

The Inspector General presents 

recommendations for discipline to the Director 

of the Department and, if applicable, to the 

director and board of the involved private 

agency. Recommendations for discipline are 

subject to due process requirements.  In addition, 

the OIG will determine whether the facts suggest 

a systemic problem or an isolated instance of 

misconduct or bad practice.  If the facts suggest 

a systemic problem, the Inspector Generalôs 

Office may investigate further to determine 

appropriate recommendations for systemic 

reform. 

 

When recommendations concern a private 

agency, appropriate sections of the report are 

submitted to the agency director and the board 

of directors of that agency.  The agency may 

submit a response.  In addition, the board and 

agency director are given an opportunity to meet 

with the Inspector General to discuss the report 

and recommendations. 

 

In this Annual Report, systemic reform 

recommendations are organized into a format 
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that allows analysis of recommendations 

according to the function within the child 

welfare system that the recommendation is 

designed to strengthen.  The Inspector Generalôs 

Office is a small office in relation to the child 

welfare system.  Rather than address problems 

in isolation, the Inspector Generalôs Office 

views its mandate as strengthening the ability of 

the Department and private agencies to perform 

their duties.  

 

The Office of the Inspector General monitors 

implementation of recommendations made to the 

Director of DCFS and private agencies.  

Monitoring may take several forms.  The Office 

of the Inspector General will monitor to ensure 

that Department or private agency staff 

implement the recommendations made.  The 

OIG may consult with the Department or private 

agency to assist in the implementation process.   

The OIG may also develop accepted reform 

initiatives for future integration into the 

Department.   

 

ADDITIONAL RESPONSIBILITIES  
 

Office of the Inspector General Hotline 

 

Pursuant to statute, the Office of the Inspector 

General operates a statewide, toll-free telephone 

number for public access.  Foster parents, 

guardians ad litem, judges and others involved 

in the child welfare system have called the 

hotline to request assistance in addressing the 

following concerns: 

 

Á Complaints regarding DCFS 

caseworkers and/or supervisors ranging 

from breaches of confidentiality to 

failure of duty;  

Á Complaints about private agencies or 

contractors; 

Á Child Abuse Hotline information;  

Á Child support information;  

Á Foster parent board payments;  

Á Youth in College Fund payments;  

Á Problems accessing medical cards;   

Á Licensing questions;  

Á Ethics questions; and  

Á General questions about DCFS and the 

Office of the Inspector General. 
 

The Office of the Inspector Generalôs Hotline is 

an effective tool that enables the OIG to 

communicate with concerned persons, respond 

to the needs of Illinois children, and address 

day-to-day problems related to the delivery of 

child welfare services. The phone number for 

the Office of the Inspector General Hotline is 

(800) 722-9124. 

 

The following chart summarizes the Office of 

the Inspector Generalôs response to calls 

received in FY 14: 

 

CALLS TO THE OIG  HOTLINE IN FY 14 

 

INFORMATION AND REFE RRAL  1088   

REFERRED TO SCR HOTLINE  132 

REFERRED FOR OIG INV ESTIGATION  109 

TOTAL CALLS  1329 

 

Ethics Officer 

 

The Inspector General is the designated Ethics 

Officer for the Department of Children and 

Family Services.  As required by the State 

Officials and Employees Ethics Act (5 ILCS 

430/20-23), the Ethics Officer reviews all 

Statements of Economic Interest completed by 

Department employees and also by members of 

the Children and Family Services Advisory 

Council.  

 

In 2014, the Ethics Officer reviewed all 660 

Statements of Economic Interest that were filed 

with the Secretary of State.  After review of the 

660 Statements, 32 letters were issued to 

individual employees and their supervisors 

addressing potential conflicts of interest.   In two 

additional instances, the Ethics Officer 

individually contacted employees after 

determining that a conflict did exist between the 

employeesô state and private employment.  

Disclosures made by members of the Children 

and Family Services Advisory Council were also 

reviewed for potential conflicts, but members 

were not contacted individually regarding 
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private/other employment because they are not 

DCFS employees. 

 

ACTION ON FY 14 STATEMENTS OF  

ECONOMIC INTERESTS  

 

STAT EMENTS OF ECONOMIC 

INTERESTS FILED  
660 

LETTERS ISSUED TO EMPLOYEES 

ADDRESSING POTENTIAL CONFLICTS 

OF INTEREST 

32  

 

 

The Office of the Inspector General Ethics staff 

also coordinated and monitored DCFS 

compliance with the statewide ethics training 

mandated under the Illinois State Officials and 

Employees Ethics Act of 2003.  In 2014, the 

Office of the Inspector General ensured that 

2,700 DCFS employees completed the training. 

In addition to DCFS employees, DCFS board 

and commission members were asked to have 

their members complete off-line training.  In FY 

2014, 390 DCFS board and commission 

members were required to complete the off-line 

ethics training.   

 

 

 

 

Consultation  

 

The Office of the Inspector General staff 

provides consultation to the child welfare system 

through review and comment on proposed rule 

changes. 

 

In addition, the Office of the Inspector General 

provides consultation to Department and private 

agency employees concerning their ethical  

duties and responsibilities under both the Child 

Welfare Employee Ethics Code and the State 

Officials and Employees Ethics Act of 2003.  

For a full discussion of ethics consultations, see 

page 166. 

 

Projects and Initiatives 

 

Informed by the Office of the Inspector 

Generalôs investigations and practice research, 

the Project Initiatives staff assist the Department 

in the development of practice training models 

for caseworkers and supervisors. The model 

initiatives are interdisciplinary and involve field-

testing of strategies.  The initiatives are 

evaluated to ensure the use of evidence-based 

practice and to determine the effectiveness of the 

model. See page 161 of this Report for a full 

discussion of the current projects and initiatives.
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INVESTIGATIONS  

 

This annual report covers the time from July 1, 2013 to June 30, 2014.  The Investigations section 

has three parts.  Part I includes summaries of child death and serious injury investigations reported to 

the Department Director and the Governor.  Part II contains aggregate data and case summaries of 

child deaths in families who were involved with the Department in the preceding 12 months.  Part III 

contains general investigation summaries conducted in response to complaints filed by the state and 

local judiciary, foster parents, biological parents and the general public. 

 

Investigation summaries contain sections detailing the allegation, investigation, OIG 

recommendations and Department response.  For some recommendations, OIG comments on the 

Departmentôs responses are included in italics in the ñOIG Recommendation/Department Responseò 

section of each case. 

 

 DEATH AND SERIOUS INJURY INVESTIGATIONS  

 

DEATH AND SERIOUS INJURY INVESTIGATION 1  

 

An eight year-old girl died of strangulation and blunt force trauma as a result of 

severe physical abuse.  Two child protection investigations of reported sexual abuse 

of the girl were unfounded one month prior to her death. 

 

 

The girlôs involvement with the Department began three months prior to her death 

after it was reported that the girl, who resided with her father, a quadriplegic, in her 

paternal grandmotherôs home, had previously been sexually molested by her motherôs boyfriend during the 

time the girl was living with her mother.  After a child protection investigation was initiated, an additional 

allegation of sexual abuse was made.  During the concurrent investigations the girl participated in two 

forensic interviews with staff from a Childrenôs Advocacy Center (CAC) and underwent a medical 

examination.   

 

Child protection investigators visited the home describing it as cluttered but not unsanitary.  The investigator 

met two cousins who lived in the home, but they were not extensively interviewed as they had never lived in 

the home where the alleged abuse took place.  During her first forensic interview, the girl stated that she was 

made to do ñsquatsò or stand in a corner with her arms in the air as a form of punishment while living in the 

home of her father and paternal grandmother.  Despite the strong correlation between the punishment of 

children involving physical or emotional measures and the potential for physical abuse, the girlôs disclosure 

prompted no further inquiry.  The OIG conducted two prior death investigations in which children who were 

subjected to ñmilitary-styleò discipline faced harsher punishment when the tasks were not completed 

satisfactorily.  The World Health Organization and the International Society for Prevention of Child Abuse 

and Neglect have distinguished acts of physical punishment from discipline as being rooted in asserting power 

and dominance rather than developing a strategy to modify behavior.  The presence of these tactics in a home 

environment should serve as a warning indicator of potential abuse. 

 

The medical examination of the girl identified bilateral linear marks on her thighs and possible loop marks on 

her buttocks.  Such injuries are frequent indicators of possible physical abuse. When the physician asked the 

ALLEGATION  

INVESTIGATION  
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girl, in front of her grandmother, how the injuries occurred the paternal grandmother answered for the girl 

saying the child injured herself.  The girl was not questioned separately.  The physician did not photograph 

the injuries or prepare a body chart, but did note the marks in the record.  Though the girl was found to have a 

urinary tract infection and was provided a prescription for medication to treat the infection, the information 

was not shared with the CAC family advocate to ensure the girl received follow up medical attention.  This 

was especially important as the grandmother reported the girl did not have a primary care physician.  Since no 

concrete evidence of sexual abuse was discovered, the physician designated the girlôs exam as ñnormalò.  The 

records of the medical examination were not provided to staff that conducted a second CAC interview with 

the girl just three days later.  OIG investigators learned it was not protocol for the CAC to receive medical 

records, despite the benefit additional information could provide. 

 

OIG investigators learned that the girl had been in counseling which was terminated by the paternal 

grandmother after counseling staff raised concerns that the girl was made to provide care for her father far in 

excess of what was appropriate for her age.  The CAC staff had not asked about prior counseling as this is not 

part of their protocol and was unaware of the girlôs anxiety regarding her caretaking responsibilities. 

 

Neither law enforcement nor child welfare personnel were unable to substantiate the allegations of sexual 

abuse and the reports against both perpetrators were unfounded. 

 

One month after the reports were unfounded, paramedics responded to the home of the girlôs paternal 

grandmother where the girl was found dead.  Police who arrived on the scene reported the girlôs body was 

covered with burns and bruises which her grandmother claimed the girl had inflicted upon herself.  An 

autopsy performed by the medical examiner found the girl had suffered blunt force trauma, lacerations to her 

face, multiple bruises, and puncture wounds to her back, chest and abdomen.  The medical examiner also 

identified other lacerations and fractures on her body as well as ligature marks on her wrists and ankles.  The 

girlôs two male cousins, ages 12 and 9, who also lived in the home but were out of town at the time of her 

death, described to investigators how the children were routinely subjected to ñmilitary-styleò discipline 

including doing squats, push-up and being made to stand while holding their hands above their heads for an 

extended period of time.  The boys stated that while they received beatings as punishment and generally 

complied with the discipline forced upon them in order to bring it to an end, the girl often could not perform 

the physical tasks and, as a result, was severely abused as additional punishment.  The boys stated the girlôs 

failure or refusal to perform the acts of discipline led to her being denied sleep, food or water.  They boys also 

reported that the girl, whose urinary tract infection had potentially gone untreated, was frequently punished 

for wetting the bed, which included being made to sleep on the floor of her fatherôs room.  The grandmother 

told the boys the girl was ñbadò for not finishing her chores and stated the girl intended to kill them. 

 

The boys reported the grandmother frequently bound the girlôs limbs and often tied her to stationary objects in 

the home, sometimes enlisting the boys to assist in restraining the girl, either simply as another means of 

punishment or in order to restrict her movement to facilitate further physical abuse.  

 

The grandmother and father were both arrested and charged with first-degree murder.  The grandmother is 

currently awaiting trial.  The father died of natural causes while in jail.  The boys were taken into protective 

custody and placed in a traditional foster home. 

 

An OIG review of the actions of child welfare professionals during the investigation of the allegations of 

sexual abuse of the girl found an absence of an integrated effort between those involved which prevented the 

development of a comprehensive assessment of the girlôs home environment and potential risks to her safety.  

The Illinois Child Advocacy Statute created CACs in order to provide an inter-disciplinary and integrated 

approach to child sexual abuse allegations.  The purpose of this approach is to provide involved child welfare, 

medical and law enforcement personnel with an opportunity to engage in collaborative decision-making, 
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problem solving, system coordination and information sharing.  Although various personnel were privy to 

certain aspects of the case, the sum of all pertinent information obtained during the course of the investigation 

was never compiled or shared with all those involved.   

 

The primary child protection investigator assigned to the case failed to enter notes into the case record in a 

timely manner, entering almost all of her documentation on the day the reports were unfounded.  In an 

interview with OIG investigators, the investigatorôs supervisor who approved the case closure stated she was 

aware the investigator regularly entered her notes into the record at the end of the investigations often 

requiring corrective supervisory intervention.  While the investigator spoke with the doctor who reported the 

exam was normal, the investigator failed to request the girlôs forensic medical records until the day she closed 

the case.  Upon receiving the records, the investigator looked at the physicianôs conclusion that the girlôs 

exam was normal, not noting information suggestive of inflicted injuries.  Furthermore, OIG investigators 

found the investigatorôs notes documented contact with a school counselor; however, the name provided was 

that of a counselor from a different school with which the girl had no association.  Both the girlôs school 

counselor and the counselor from the other school denied ever having been contacted by the investigator. 

 

 

1. The child protection investigator should be disciplined for 

falsifying a contact note documenting that she spoke with the 

school counselor about the girl. 

 

The employee was discharged. 

 

2. The child protection supervisor should be disciplined for failing to correct the investigatorôs pattern 

of failing to enter case notes in a timely manner. 

 

The employee received a 5-day suspension. 

 

3. The Child Advocacy Centerôs consent forms should include the Advocacy Centerôs Family 

Advocate. 

 

The Department has discussed this recommendation with the Child Advocacy Centers (CAC) in this county 

and they agree.  The CACs did, however, assert that the CACs are not responsible for collecting the actual 

medical evaluation nor are they responsible for ensuring the information is received by DCFS.  The Inspector 

General is currently in continued meetings with the Child Advocacy Centers Advisory Board regarding the 

acceptance of this recommendation. 

 

4. The Child Advocacy Center Advisory Committee should request that medical clinics that are co-

located with in Child Advocacy Centers include body charts or photographs to document any observed 

injuries  and if  the injuries may be suggestive of abuse, will ensure that the child is questioned 

separately from caretakers. 

 

The Inspector General is currently in continued meetings with the Child Advocacy Centers Advisory Board 

regarding the acceptance of this recommendation. 

 

5. The Child Advocacy Protocol should be amended to include questions determining whether the 

child victim is, or has recently been involved in counseling.  Intake procedures should include verbal 

contact with ongoing or recent counselors to learn all information that may be helpful in assisting 

criminal or child protection investigators or medical personnel, advocates and mental health 

professionals in their treatment of the child or adolescent. 

OIG RECOMMENDATIONS /  

DEPARTMENT RESPONSES 
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The Inspector General is currently in continued meetings with the Child Advocacy Centers Advisory Board 

regarding the acceptance of this recommendation. 

 

6. As a member of the Child Advocacy Advisory Board, the Department should support 

implementation of the above procedural recommendations. 

The Department agrees.  The Department's member of this countyôs CAC will support implementation of the 

recommendations. 

 

7. The cousinsô current therapist should contact the previous counselor. The Department should 

explore using the previous counselor as a continuing resource for the cousins as they continue to attend 

school. 

The children have been returned to their mother's home.  The new caseworker and supervisor were contacted 

and made aware of this recommendation.  The previous counselor's contact information has been provided to 

the children's current therapist, with consents secured.  The therapist agreed to contact and consult with the 

previous counselor regarding both children. 

 

8. The Inspector General reiterates the prior recommendation from the OIG death investigation, #11-

2542:  

The Department should use this Report and OIG Report #09-0231 as training tools for 

management to address with child protection supervisors the risks associated with harsh 

punishment and the need for thorough investigation of such punishment.   

 

This training will be incorporated into the training scheduled to begin in January 2015 on the revisions to 

Procedures 300, Reports of Child Abuse and Neglect.   This training will be conducted between January 2015 

and June 30, 2015. 

 

9. The Child Advocacy Center director should implement a corrective action plan with the involved 

physician for (1) failing to interview the child or ensure she was interviewed separately from the 

caretaker upon observation of suspicious marks; and (2) failing to document the dimensions of injuries 

in the medical record and complete a body chart or photograph the injuries. 

 

The Office of the Inspector General shared a redacted copy of the report with the involved Child Advocacy 

Center. The involved medical providers were advised of the findings made in the report. 
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A three year-old girl died and her nine year-old brother was severely injured after 

their father doused himself, the children and the childrenôs mother with gasoline and 

lit them on fire.  The father and mother were also killed in the blaze.  At the time of the fire, the children were 

in foster care with their maternal aunt following a previous threat made by the father to the mother to kill 

himself and the children in the same manner. 

 

 

The familyôs involvement with the Department was initiated three months prior to 

the deaths following a life-threatening event at the familyôs home.  The mother 

contacted police to report the father had demanded she not leave to go to work and threatened that if she did 

he would set himself and the coupleôs two children on fire.  The mother said she calmed the father down and 

went to work, but after arriving and informing her superiors of the fatherôs behavior they advised her to 

contact the authorities.  Police responded to the home and detected a strong smell of gasoline emanating from 

the apartment and heard children crying and coughing inside.  Officers attempted to force entry and a hostage 

situation ensued. Police then evacuated the 20-unit building, established a perimeter and began negotiating 

with the father in the hostage situation.  After several hours the father was persuaded to release the children 

and was ultimately taken into custody.  Upon entering the apartment firefighters found the bathtub filled with 

gasoline.  The boy told authorities their father had put him in the tub during the ordeal and police noted his 

socks were wet with gasoline.  The father had been observed smoking cigarettes while at the window 

speaking with police during negotiations and fire officials stated that given the four gallons of gasoline they 

drained from the bathtub, a single spark could have ignited the entire building.  The mother reported to 

authorities the father had serious mental health issues, had stopped taking his prescribed medication and had 

been regularly using PCP. 

 

The father was hospitalized for psychiatric treatment and assessment, and the children were taken into 

protective custody by the Department and placed in relative foster care.  A child protection investigation was 

opened against the father and the mother for leaving the children with the father in the wake of his threatening 

behavior and her knowledge of his drug use.  The mother told the assigned child protection investigator the 

father had threatened her life during the previous year but she believed, ñhe was just talking,ò and stated he 

was a good father and would never hurt the children.  The investigator also spoke with the maternal aunt who 

reported a domestic abuse incident between the couple six years earlier but stated she had never observed any 

abuse or neglect towards the children.  In an interview with the OIG, the child protection investigator stated 

she believed the maternal aunt was a good placement choice for the children because the aunt had a negative 

opinion of the father and the investigator did not believe she would allow him unsupervised contact with them 

after he was released from the hospital.  The investigator completed a Child Endangerment Risk Assessment 

Protocol (CERAP) determining the children to be unsafe and a subsequent court order required the parents to 

be supervised by Department personnel or their designee when they visited with the children.   

 

Despite the severity of the fatherôs threats to his family and his actions that resulted in a massive response 

from police and fire department personnel, prosecutors declined to pursue criminal charges against him.  The 

involved legal professionals were subsequently disciplined.  

 

On the date the mother first appeared in court the father was not present as he had been transferred to a state-

operated psychiatric hospital from the facility where he had initially been taken following the incident. The 

fatherôs hospitalization prevented him from appearing at criminal court proceedings scheduled the same day 

to face charges of Aggravated Assault of a Police/Sherriff Employee related to an earlier confrontation with 

law enforcement personnel.  Two weeks after the hostage situation, the father was discharged from the 

hospital.  Upon discharge, the father received a prescription for a two-week supply of medication and 

ALLEGATION  
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instructions to obtain aftercare services from a local mental health center.   

 

Illinois Administrative Code requires state-operated facilities to coordinate discharge planning with aftercare 

providers and to take patientsô known substance abuse into consideration.  Facility staff were unable to secure 

a community aftercare appointment until after the father was discharged and were unsuccessful in attempts to 

contact him by phone.  Neither the Department nor the private agency providing services to the family 

participated in the fatherôs discharge planning and neither entity was aware of his referral to the local mental 

health clinic for aftercare.  In addition, no coordination occurred between the Department and the Illinois 

Division of Mental Health to ensure the father complied with his aftercare program.  In an interview with the 

Inspector General staff, an administrator with the Division of Mental Health stated that since the fatherôs 

participation in services had not been ordered by the court they were powerless to compel him to comply with 

the discharge plan.  The father never participated in aftercare services. 

 

Two days after the father was released from the hospital he made his first appearance in Juvenile Court.  An 

order was entered for the fatherôs mental health records from his post-hostage incident hospitalization to be 

provided to the court, however they were only to be used by attorneys involved in the Juvenile Court 

proceedings.  The child protection investigator was present in court but did not interview the father or secure 

his consent to obtain his mental health records.  Although the father had threatened the lives of his family 

members and held his children hostage in a volatile and dangerous situation, the court granted him supervised 

visitation with the children rather than prohibiting contact or ensuring it took place in a controlled 

environment.  Any contact between the father and the children was to be supervised by Department personnel. 

 

Two months after the hostage situation occurred, the child protection investigator indicated the hotline report 

against the father for Substantial Risk of Physical Injury/Environment Injurious to Health and Welfare by 

Abuse.  The mother was also indicated for risk of harm. The investigator closed the case without ever having 

obtained the fatherôs mental health records, so she was unaware he had been referred to aftercare services and 

had failed to attend.  An Inspector General review of records from the state-operated hospital and a counseling 

center where the children were interviewed following the incident identified notes the organizations had 

attempted to contact the investigator but were unable to leave messages because her voice message mailbox 

was full.   

 

The private agency caseworker assigned to provide services to the family monitored the fatherôs visits with 

the children, which initially took place in a local restaurant.  The father requested for visits to take place at the 

home of the childrenôs paternal grandmother where he lived, however the caseworker documented she did not 

feel comfortable conducting visits in that environment.  Eventually the fatherôs visits with the children were 

held at the home of the paternal grandmother.  In an interview with Inspector General investigators, the 

caseworker stated the childrenôs maternal aunt, their foster parent, was aware the father resided in the paternal 

grandmotherôs home. 

 

Upon having the children placed in her home the maternal aunt requested daycare assistance through the 

County Office of Child Development, however a period of 87 days elapsed before even partial approval of 

services was granted.  During the course of conducting this investigation the Inspector General identified the 

approval process as an outdated system requiring duplicative efforts by multiple levels of staff and an absence 

of coordination between workers.  The unwieldy bureaucracy of the daycare approval system virtually 

guaranteed services would be greatly delayed. 

 

While the Department is legally responsible for ensuring children in its care are provided with educational 

services, the three year-old girl was never enrolled in an early childhood program after being taken into 

temporary custody.  Furthermore, there was no communication between involved child welfare professionals 

and staff at the school the nine year-old boy attended.  In an interview with the OIG, the boyôs teacher stated 
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that his mother usually picked him up from school unaccompanied by another adult, despite the requirement 

her contact with the children be supervised by a designee of the Department.  The teacher stated she had never 

had any contact with the maternal aunt or the caseworker and had been unaware of any restrictions regarding 

parental contact with the children.  

 

Three and-a-half months after the father had threatened the motherôs life and taken the children hostage, a fire 

broke out at the home of the paternal grandmother.  While the mother and the children were staying with the 

father at the home, in violation of the court visitation order, he doused all four of them with an accelerant and 

lit the family on fire.  The father, mother and three year-old girl all died as a result of their injuries.  The nine 

year-old boy survived the blaze despite suffering burns to 35% of his body.  During the subsequent 

investigation, the maternal aunt stated she understood the provisions of the parental visitation order required 

the mother to be supervised by an adult while with the children and that she believed the paternal grandmother 

was suitable to perform that function.  After spending five months hospitalized for treatment of his burns the 

boy was released and placed with his paternal aunt. 

 

 

1. As part of the temporary custody screening process, child 

protection will notify DCFS Office of Legal Services and DCFS 

Clinical of high risk cases such as those where a parent has 

demonstrated dangerous behavior as abduction; torture; threats to kill with plan; or taking children 

hostage and cases involving severe mental illness. 

 

a. Upon notification, DCFS Clinical will initiate an emergency clinical staffing within 5 

working days, including all relevant parties and records, and 

 

b. Authorize a specialized integrated assessment.  

 

Department Procedures 300, Reports of Child Abuse and Neglect, is on target to issue final policy by 

December 31, 2014.  Procedures 300 policy training is planned for the period January 1, 2015 to June 30, 

2015.  This training will reinforce caseworker and supervisor compliance with the policy revisions. 

 

DCFS Clinical will provide an emergency clinical meeting within 5 working days upon notification from 

Child Protection (CFS 399-1 Clinical Referral Form). The meeting will include all available relevant parties 

and records.  It will also include authorization for a specialized integrated assessment.  A follow up meeting 

with all relevant parties and records will occur within 30 days of the commencement of the specialized 

integrated assessment. The specialized integrated assessment will be completed by an LCSW, LCPC or PhD 

that has a minimum of 3 years of mental health experience and the screener will be supervised by a PhD or 

LCSW who has a minimum of 3 years of mental health experience. 

 

2. When a parent has exhibited such dangerous behavior as abduction; torture; threats to kill with 

plan; or taking the children hostage, and the Department has made a Critical Decision to substantially 

restrict visitation, the Department shall file a Visitation Plan with the Court and Parties within 10 days 

of the Department being named as Temporary Custodian in accordance with 705 ILCS 405/2-10(2).  

The Visitation Plan shall comply with the requirements of Appendix A to Procedures 301 and shall 

clearly state the reasons for the restriction and shall include 1) supporting documentation such as police 

reports, psychological or psychiatric reports or case notes documenting observations and 2) a statement 

that the Department intends to share information on the restriction with necessary persons, such as 

school, daycare and the childôs pediatrician. 

 

Department Procedures 300, Reports of Child Abuse and Neglect, is on target to issue final policy by 

OIG RECOMMENDATIONS /  
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December 31, 2014.  Procedures 300 policy training is planned for the period January 1, 2015 to June 30, 

2015.  This training will reinforce caseworker and supervisor compliance with the policy revisions. 

 

Department Procedures 315, Permanency Planning, is underway and still in the content development stages.  

Anticipated training and procedure roll out is July 2015. 

 

3. The Department shall train front -line staff on the creation and use and filing of the restricted 

Parent-Child Visitation Plan above including the use of visitation centers when necessary and 

procedures for accessing and reviewing any restrictions imposed by criminal court as a condition of 

bond. 

 

Department Procedures 315, Permanency Planning, is underway and still in the content development stages.  

Anticipated training and procedure roll out is July 2015. 

 

4. If any Party objects to any part of the Visitation Plan filed in the Juvenile Court, DCFS Office of 

Legal Services shall request that the matter be referred to the Juvenile Court Clinic. 

 

Department Procedures 315, Permanency Planning, is underway and still in the content development stages.  

Anticipated training and procedure roll out is July 2015. 

 

5. When a parent has exhibited such dangerous behavior as abduction; torture; threats to kill with 

plan; or taking the children hostage and the court permits visitation, such visitation should always be in 

a DCFS office, court or a visitation center. 

 

Department Procedures 315, Permanency Planning, is underway and still in the content development stages.  

Anticipated training and procedure roll out is July 2015. 

 

6. Court ordered restrictions on parental contact, such as supervised visitation, with children in foster 

care must be communicated to childrenôs schools or day care programs.  The Department should 

develop procedures for notification and include them in the parent/child visitation and education 

procedures. 

 

Department Procedures 315, Permanency Planning, is underway and still in the content development stages.  

Anticipated training and procedure roll out is July 2015. 

 

7. Quality Assurance should review the Office of Child Developmentôs process for approving daycare 
to make it more efficient. 

 

Quality Assurance has initiated the pre-planning phase of this review.  Scheduling conflicts necessitated 

pushing this review into the 3rd quarter of FY15. 

 

8. The child protection investigatorôs current supervisor should determine if her having a full 

voicemail box is a chronic problem and if so, she should be counseled.  

 

The employee's voice mail was reset and is functioning. 

 

9. Consistent with the intent and spirit of the Division of Mental Health discharge planning (IL 

Administrative Code Title 59, Section 125.50), Department Rules and Procedures should require DCFS 

workers to contact staff at psychiatric facilities prior to the discharge of any involved family members 

to communicate concerns or issues known to the Department and to monitor compliance with discharge 
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recommendations.  In cases in which the patient has already been discharged, the Division of Child 

Protection must obtain complete psychiatric records, including any discharge recommendations, and 

follow-up with community providers identified.  If the facility becomes involved during the pendency of 

a placement or intact case, the worker should seek the consent of the involved family member in order 

to receive records and monitor compliance with discharge recommendations. 

 

Department Procedures 300, Reports of Child Abuse and Neglect, is on target to issue final policy by 

December 31, 2014.  Procedures 300 policy training is planned for the period January 1, 2015 to June 30, 

2015.  This training will reinforce caseworker and supervisor compliance with the policy revisions. 

Department Procedures 315, Permanency Planning, is underway and still in the content development stages.  

Anticipated training and procedure roll out is July 2015. 

 

10. DCFS Clinical should consult with the Division of Mental Health to develop a system of 

coordination with DCFS and DMH for identifying whether a patient is DCFS involved, and, if so, 

contact information for discharge staffing coordination.  

 

DCFS Clinical Deputy Director and Executive Director for Region One Central for the Division of Mental 

Health have developed an initial process of coordination between DCFS and the Division of Mental Health 

(DMH) in situations in which a DMH patient is also DCFS involved.  However, that process has not yet been 

institutionalized.  

 

11. This report should be shared with the private agency that provided services to the family for 

management of future cases involving parents with severe mental illness. 

 

The Office of the Inspector General shared a redacted copy of the report with the private agency and the 

agency's Board of Directors. The Inspector General met with agency management and a representative from 

the Board of Directors to discuss the findings in this report and the agency's management of future cases 

involving parents with severe mental illness. 

 

12. This report should be shared with the Judge and officers of the court involved with this case. 

 

DCFS Office of Legal Services shared this report with the Judge.  The Judge will share the report with the 

officers of the court involved in this case. 
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A 19 year-old girl died of undetermined causes while placed in a residential facility.  

The girl had medical diagnoses of Type 1 diabetes, asthma, left dysplastic kidney 

hypertension and a faint heart murmur.  The girl was a ward of the Department at the time of her death. 

 

 

After having been removed from her familyôs home at age two following the 

sexual abuse of her two older brothers by a member of the household, the girl 

moved through multiple foster homes over the course of five years before being returned to the custody of her 

father.  Following her return to the family home in a rural area, the girl began exhibiting behavioral problems 

including physical attacks against her brothers.  At age 10 she was diagnosed with Type 1 diabetes.  After 

beginning treatment for the disease, the girl intentionally overdosed on insulin and continued to demonstrate 

disruptive and injurious behavior that resulted in her being psychiatrically hospitalized four times within one 

year.  Following a fifth psychiatric hospitalization when she was 11, her father stated he was unable to protect 

his other children from her behavior in the home and refused to accept her upon her discharge.  The 

Department accepted guardianship and placed her in the home of her aunt, however she was removed after 

three days in response to her destroying furniture in the home and refusing to eat or take her insulin.   

 

The then 11 year-old girl was placed in a residential facility under a waiver granting her acceptance into the 

program designed for children over the age of 12.  The girl lived at the center for four years and continued to 

exhibit the same pattern of behaviors resulting in more than 30 hospitalizations during that period.  When the 

facility closed when she was 16, the girl spent 1 year in a similar placement where she was aggressive towards 

other residents and frequently cut herself with sharp objects.  The girl also displayed suicidal behavior 

through attempts at self-strangulation and repeated self harming via insulin either by refusing to take her 

insulin or intentionally overdosing.  The girlôs ongoing behavior necessitated a change in placement to a more 

structured environment. She was transferred at age 17 to a residential treatment center. 

 

During the year the girl lived at the treatment center she was the subject of 125 Unusual Incident Reports 

(UIRs), of which almost half were related to her refusal to comply with her insulin treatments.  Her aggressive 

behavior also continued, resulting in numerous instances of serious physical attacks on staff members, 

suicidal gestures and attempts to run away from the facility. Seven months after the girl was placed at the 

treatment center, the girl and another female resident who was not diabetic intentionally overdosed on the 

girlôs insulin while on a group outing.  During the subsequent child protection investigation of the incident it 

was learned the staff member supervising the outing had improperly allowed the girl to hold her insulin in 

violation of center policy.  Although some residents were permitted to be responsible for their own 

medications the girl was not allowed to possess or administer her insulin unsupervised because of her 

volatility and extensive history of intentionally overdosing.  The resident who took the insulin along with the 

girl told investigators the two injected themselves after the resident told the girl she felt like killing herself.  In 

the aftermath of the incident, the center fired the staff member who supervised the outing. 

 

Within months following the suicide attempt, treatment center staff observed slow improvement in the girlôs 

behavior, noting greater engagement in counseling sessions and an absence of psychiatric hospitalizations.  

While she was frequently absent from school, which was located within the same building where she lived, 

for behavioral reasons, teachers were able to meet with her and conduct lessons in the residential area of the 

center.  Staff noted that even with highly individualized support the girl performed poorly in school and that 

she would require assistance dealing with a situation involving larger class sizes and increased educational 

demands. 

 

ALLEGATION  

INVESTIGATION  



 

DEATH AND SERIOUS INJURY INVESTIGATIONS 17 

 

As a result of the girlôs improving behavior, she was transitioned to a less restrictive environment.  Due to the 

girlôs extensive history of misuse of her insulin, particularly as a means to harm herself, and the bond she had 

maintained with her father and one of her brothers, it was recommended she be transferred to a placement 

closer to her familyôs home that could provide on-site medical care and supervision.  Ultimately, however, the 

girl was placed in a residential facility approximately 120 miles from her home in an urban area that did not 

have medical personnel on site.  In an interview with the OIG, a Department placement administrator stated 

there was only one facility in the area closer to the girlôs family home that met the ideal criteria and was 

contracted by the Department to provide care to female wards.  The placement administrator stated the facility 

refused to accept the girl based on the high level of supervision her medical care required.  The OIG identified 

two other facilities approximately the same distance from the girlôs family home that provided similar 

services for females, though they did not have existing contracts with the Department.  In correspondence 

with the OIG, executives from both facilities stated their organizations had experience providing care to older 

teens experiencing similar circumstances as the girl.   

 

Following her transfer to the new facility the girlôs modest behavioral improvements reversed.  The girl was 

either hospitalized or on run from the facility approximately 70% of the time during the 8 months she resided 

there.  In contrast to the highly structured environment she had left, the new facility required residents to leave 

the building during daytime hours on weekdays with the understanding they would travel on their own to 

school or work.  Because the new facility had no on site medical staff the girl was responsible for 

management of her diabetes management.  Staff relied upon the girl to monitor her own blood sugar levels 

and provided her with insulin when she asked for it, which she was then allowed to administer to herself 

without supervision. Because of frequent hospitalizations and being on run, the girl was enrolled in a public 

school pending her IEP evaluation. At the public school the girl was without any additional support or 

allowances being made for her educational or behavioral limitations. 

 

Two days after the girl began classes at her new school, her caseworker attempted to transport her to school 

following a medical appointment.  The girl expressed anxiety about attending and stated that if she was 

dropped off there she would run away or, ñI will overdose.ò The caseworker spent time with the girl 

deescalating and calming her. After talking the girl decided to go the library. Later that afternoon the case 

worker again met with the girl. They made plan to visit the girlôs father. The worker told IG investigators that 

the girl appeared happy and invested in future plans.  That evening the worker sent an email to staff at the new 

facility describing the girlôs behavior and suicidal statements.  Later that evening, the girl made more self 

harming statements to staff at the facility regarding anxiety, depression related to her situation with her family 

and insulin related-suicide plans.  In interviews with the OIG, staff from the new facility stated they had made 

notes in the internal electronic system regarding the girlôs statements, however there was no collaboration 

between workers on the overnight shift to discuss their observations of the girlôs behavior and no effort was 

made to contact medical professionals.   

 

The next morning, a staff member found the girl unresponsive in her bed and she was pronounced dead on the 

scene.  Results of an autopsy performed by the county Medical Examiner were inconclusive and a cause of 

death could not be established.  Toxicology tests did not show the girl had an elevated insulin level, however 

it was noted that insulin is a hormone and does not maintain measurable levels post-mortem.  The girlôs death 

was ruled undetermined. 

 

 

1.  The Department, the Division of Mental Health and the 

Illin ois State Board of Education should collaborate to share 

local community focused resources for Illinois children and 

adolescents requiring intensive psychiatric services including outpatient, in-home and residential care. 
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Coordination of work continues within the Governorôs Office Health Innovation & Transformation (GOHIT) 

multi-agency committee composed of representatives from DCFS, the Department of Mental Health (DMH), 

and the Department of Health and Family Services (HFS).  

 

2.  The Department should utilize the resources identified through the interagency collaboration in 

recommendation 1 (above) to develop individualized contracts or amend existing contracts when 

necessary.   

 

The Department agrees.  Appropriate staff have been informed and will ensure individualized contracts are 

developed on a case by case basis in conjunction with the Department of Mental Health (DMH), Illinois State 

Board of Education (ISBE) and other agencies. 

 

3.  The new residential facility must implement a more efficient and effective communication system to 

convey critical information to residential staff.  Any such information should result in a supervisory 

plan of action. 
 

The Office of the Inspector General shared a redacted copy of the report with the private agency and the 

agency's Board of Directors. The Inspector General met with agency management and a representative from 

the Board of Directors to discuss the findings in this report and the agency's implementation of a more 

efficient and effective communication system to convey critical information to residential staff.  
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An eight month-old boy drowned after his father left him and his two year-old 

brother unattended in the bathtub in their home.  A child protection investigation 

involving the family was opened five months prior to the boyôs death and an intact family services case was 

still open at the time of the drowning. 

 

 

The initial child protection investigation was opened after the mother reported 

being punched in the face repeatedly by the father during an argument.  The father 

fled the home before police arrived and officers were unable to locate him.  Police issued a warrant for the 

fatherôs arrest, which included an alert he was to be considered ñarmed and dangerous.ò  The mother filed for 

an Order of Protection which was granted by the court, barring the father from having any contact with her.  

When visited by a mandate investigator the day the Order of Protection was entered, mother stated she had 

been holding her infant son when she was struck by the father and related three previous incidents of domestic 

violence when he had physically abused her.  The following day, the mandate investigator completed a Child 

Endangerment Risk Assessment Protocol (CERAP) determining the children to be unsafe due to the fatherôs 

volatility and history of violence toward the mother in their presence.  He developed a safety plan centered 

upon enforcement of the Order of Protection and the motherôs commitment not to allow the father to reside in 

the home.  The case was then assigned to a child protection investigator to conduct further assessment of the 

childrenôs safety and the overall suitability of their home environment. 

 

Although the Department requires unsafe CERAPs to be reevaluated every five working days until all 

involved children are assessed safe or taken into custody, the child protection investigator had no contact with 

the mother or the children until one month after the hotline report was made.  When the investigator did 

finally meet with the mother, she focused solely on the incident that brought police to the family home and 

did not inquire about the previous incidents of domestic violence the mother had reported.  The mother 

informed the investigator the Order of Protection against the father had expired because she had missed the 

court date when it was to be renewed but stated her intention to have it extended.  The mother said the father 

had only come to the home once since the hotline report was made and that he dropped off clothes for the 

children but she did not permit him inside.  The investigator completed a new CERAP determining the 

children to be safe and told the mother she wanted to speak with the father prior to the mother allowing him to 

have any contact with the children and noted the possibility of arranging supervised visitation for him. 

 

Five days later the investigator spoke to the father and arranged to meet with him the following week.  On the 

day they were to meet, the father called the investigator and told her he was at the family home.  The 

investigator went to the home and met with both parents as well as the children who were also present.  The 

father acknowledged striking the mother during the argument that prompted the hotline report but denied she 

was holding the baby at the time and stated it was the first incident of domestic violence between them.  The 

mother told the investigator she intended to reconcile with the father and would not pursue an extension of the 

Order of Protection.  The investigator completed another CERAP determining the children to be safe.  The 

same day, the investigator requested a Law Enforcement Agency Database System (LEADS) check of the 

father.  The results of the LEADS check showed the father had an extensive criminal history including 

convictions for assault and weapons charges and included the ñarmed and dangerousò alert issued when his 

warrant for domestic violence was outstanding.  The investigator did not include information regarding the 

warrant or the alert in the case record.  In an interview with the OIG, the investigator stated she observed the 

father to be an appropriate caretaker and had no concerns regarding his care of the children.  The investigator 

said she did not pursue the issue of supervised visitation for the father since the couple planned to reconcile 

and the mother did not intend to extend the Order of Protection. 
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Two months after the hotline call was made, the investigator indicated the report against the father.  In her 

interview with the OIG, the investigator stated that although she had consulted with the Departmentôs 

domestic violence specialist in the past, she did not do so in this case.  The investigator stated she did not 

deem it necessary since the couple would be referred to intact family services as a result of the indicated 

report.  The investigator closed the case without making any collateral contacts and the investigatorôs 

supervisor waived the Department requirement to do so.  The investigator told the OIG the parents declined to 

provide any collateral contacts and the childrenôs paternal grandmother, whom she had spoken to briefly, did 

not seem receptive to conversation.  The investigator stated she believed it would be a breach of 

confidentiality to speak to any of the familyôs neighbors, although Department Rule allows for neighbors to 

be used as collateral contacts in the interest of obtaining necessary or pertinent information. 

 

Although a case for intact family services was opened in the wake of the indicated report, the couple did not 

receive a referral until six weeks after the child protection investigation was closed, 14 weeks after the initial 

hotline report was made.  After the referral was made the parents avoided and ultimately refused to participate 

in the domestic violence, anger management or couplesô counseling that had been recommended.  Two weeks 

after the intact family services case was opened, the mother began attending classes four days a week, leaving 

the father home alone to care for two children under the age of two.  Staff from the private agency designated 

to provide intact services failed to adequately assess safety and risk concerns inherent in the new childcare 

arrangement or identify means to provide the father with supplementary instruction or support.  In addition, 

all involved child welfare professionals were aware the family did not have a crib for the baby, however no 

one ever availed themselves of those provided by the Department to ensure the baby had a safe place to sleep. 

 

Two months after the intact family services case was opened, the mother returned home from class to find the 

father in the living room while the two children were in the bathtub together.  The mother entered the 

bathroom and discovered the baby floating in the tub.  The baby was taken to a hospital emergency room in 

cardiac arrest and was later pronounced dead.  The father told police that after the baby soiled his diaper he 

decided to bathe both children, ran water and put them in the tub.  After checking on them once the father 

estimated he left the children unattended for 15 to 20 minutes before the mother arrived home.  The father was 

subsequently convicted of Endangering the Life or Health of a Child and sentenced to 30 months in prison.  

The two year-old was removed from his parentsô home and placed in the custody of his maternal 

grandmother.  The mother has participated in counseling services and parenting training.  She continues to 

have visitation with the boy with the goal of him being returned to her custody. 

 

 

1. The child protection investigator and the child protection 

investigatorôs supervisor should be disciplined for their failure to 

(a) immediately access a pack-n-play for a 16 week-old infant; 

(b) failure to conduct collateral interviews in a domestic violence case; (c) failure to monitor the safety 

plan; and (d) for terminating the safety plan without obtaining the police report and conducting a 

timely LEADS history check, which would have informed them there was an outstanding warrant for 

the father. 

 

Both employees received a 3 day suspension. 

 

2.  This report should be shared with the former private agency intact family services caseworker, who 

is now a DCFS child protection investigator, and her current manager for supervision purposes. 

 

The manager reviewed the report with the investigator. 

 

3.  The child protection investigatorôs supervisor and her team should meet with the Domestic Violence 
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Coordinator for training purposes. 

 

The domestic violence program within Clinical provided the recommended training to the supervisor and her 

team. 

 

4.  This report should be shared with the private agency for the purpose of developing a system of 

ensuring that intact family services workers (a) have immediate access to pack-n-plays for their clients 

and (b) have a more immediate service referral process when domestic violence is present. 

 

The Office of the Inspector General shared a redacted copy of the report with the private agency and the 

agency's Board of Directors. The Inspector General met with agency management and a representative from 

the Board of Directors to discuss the findings in this report.   

 

5.  Private child welfare agencies providing intact family services should have at least one pack-n-play 

on hand that can be distributed to families on an emergency basis until a crib can be accessed. 

 

Language has been incorporated into the draft revisions of Department Procedures 302.388, Intact Family 

Services. 
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DEATH AND SERIOUS INJURY INVESTIGATION 5  

 

A five month-old girl died of asphyxiation after being smothered by her father in the 

presence of her mother.  Two weeks prior to the girlôs death, a child protection 

investigation involving the family had been unfounded. 

 

 

The familyôs involvement with the Department was initiated after the girlôs six 

year-old half brother transferred to a new school.  On his third day of class, the boy 

drew images with a red crayon on white paper and stated it was an image of blood he had to clean up at home.  

The boy also reported he had previously broken his collarbone and was urinating blood.  Three days later, the 

boy was observed to have bruises and abrasions to his face, neck and arm.  The next day the boy became ill at 

school and when he was informed he would be able to go home he expressed fear and stated he did not want 

to go.  A hotline report was made and a mandate investigator attempted to visit the family at their home but 

found no one present.  A second mandate investigator placed a call to the reporter but did not reach them.  

The second mandate investigator also documented that a search was conducted in the State Automated Child 

Information System (SACWIS) database and noted that neither parent had a history of involvement with the 

Department, when in fact the step-father did have prior involvement with a different child. The report was 

then transferred to a child protection investigator to pursue the allegations.  

 

Despite the safety factors apparent in the boyôs outcry and the fact the mandate investigator was unable to 

establish contact with the family, the child protection investigator did not observe the boy or meet with the 

parents until two months after the hotline report was made.  During that time period, the investigator made 

two unsuccessful attempts to visit the family at their home and mailed a letter to the residence.  Later in the 

day of the investigatorôs second unsuccessful attempt, after almost two months had elapsed since the hotline 

call was made, the mother called the investigator and reported the family was visiting family in another state.  

The mother stated the boy had psychological issues and had been saying ñcrazy thingsò and that he had been 

put on a waiting list for counseling services.  The mother denied the allegations of physical abuse and 

provided the name of the childrenôs physician. 

 

The investigator contacted the childrenôs physician who stated she had not seen the family in two years and 

had never examined the baby girl.  The physician requested that the investigator ask the mother to schedule an 

appointment for all three of the coupleôs children.  An OIG review of the child protection case file found no 

medical records or requests for medical records.  In an interview with the OIG, the investigator stated that 

medical records are usually only requested in cases of medical neglect and she could not recall attempting to 

obtain them in this case.  An OIG review of the childrenôs medical records found that one month prior to the 

hotline report, the six year-old boy had been brought to a hospital emergency room and found to have a 

broken collarbone.  The boy was accompanied by his maternal grandfather who reported he had been injured 

while playing with a friend.  The medical records also showed the then 18 week-old baby girl had only been 

seen by a doctor once since her birth. 

 

Two months after the hotline call, the investigator visited the familyôs home and made her first in-person 

contact with the parents and children.  Both parents denied any physical abuse of the children as well as any 

substance abuse or domestic violence issues.  The parents stated they had been visited by police officers 

shortly after the hotline report was made but that they found nothing and informed them the case would be 

closed.  The mother again told the investigator the six year-old boy had behavioral issues that involved 

describing and depicting frightening imagery.  Later that day the investigator contacted the childrenôs 

maternal grandmother who reported no concerns about the childrenôs care by their parents and said she 

traveled from out of state every weekend to provide respite. 

ALLEGATION  

INVESTIGATION  



 

DEATH AND SERIOUS INJURY INVESTIGATIONS 23 

 

The following day, the investigator unfounded the report against the parents and closed the case.  The day the 

investigation was closed the investigator unsuccessfully attempted to contact the police officer who had been 

involved with the law enforcement investigation of the allegations but was told the police officer would not be 

in until the next day. The investigator learned that the police had unfounded its investigation a month earlier. 

Also the day the investigation closed, the investigator completed a Law Enforcement Agency Database 

System (LEADS) check of the parents.  The LEADS check found the father, who was not the boyôs biological 

parent, had an extensive criminal history including convictions for assault, invasion of privacy and 

obstruction of justice.  On the day the case was closed the investigator also made her first attempt to contact 

personnel from the boyôs school, but was unsuccessful.  While the investigation was still pending, had school 

personnel been contacted, the investigator would have learned that the boy again came to school with new 

marks on his face and an ear bruise, which school personnel had photos of and a detailed timeline of events.   

In addition, the investigator would have learned that the boy was fearful of  his step-father.  In approving the 

unfounded report, the investigatorôs supervisor granted multiple waivers allowing the case to be closed 

without required contacts having been made. 

 

Two weeks after the report was unfounded, paramedics were called to the familyôs home and found the eight 

month-old girl stiff and unresponsive.  Upon arriving at the hospital, the mother offered conflicting accounts 

of what had occurred in the home while the father stated he had no memory of the previous 24-hour period.  

The girl was found to have multiple head injuries including skull fractures and severe brain swelling due to 

prolonged lack of oxygen.  The baby girl was unable to recover from the trauma and died as a result of her 

injuries.  A SACWIS check conducted in conjunction with the babyôs hospitalization found the father had 

been indicated for Burns by Neglect five years earlier to a then two year-old son with another woman.  In an 

interview with the OIG, the child protection supervisor who performed the positive SACWIS check explained 

she had utilized a ñpersonò search rather than the general name and birth date method to obtain the 

information. 

 

The mother and father eventually confessed to police that, after a night of heavy drinking by both parents, the 

father had held his hand over the babyôs mouth repeatedly until she lost consciousness.  The couple then 

ignored the baby until finding her unresponsive in the morning but delayed in contacting paramedics for 

medical assistance.  The parents were arrested and charged with murder.  The six year-old boy and his two 

year-old brother were taken into custody and initially placed with their maternal aunt, however they were 

removed from her custody after she received death threats from the maternal grandparents and other relatives.  

The boys were placed in a shelter, however the six year-old, who reported having witnessed the father 

smother the baby girl, was removed after attempting to suffocate his younger brother.  The six year-old was 

psychiatrically hospitalized and was later moved to a residential treatment program.  The two year-old was 

placed in a traditional foster home. 

 

 

1. The child protection investigator should be disciplined for 

her failure to interview the child, who was accessible at school, in 

a reasonable time period; and for waiting to request a criminal 

history (LEADS) check until the day the investigation was closed.  

 

Discipline of the employee is pending as the employee is on a leave of absence. 

 

2. The child protection investigatorôs supervisor should be disciplined for her failure to ensure that 

the six year-old boy was seen in a reasonable time period and for her failure to ensure that the 

mandated reporter was interviewed prior to closing the investigation.  
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The employee received a 5-day suspension. 

 

3. The Department should clarify in its Procedures how investigators should complete ñpersonò data 
checks in SACWIS. This information should be incorporated into training.  

 

The recommendation has been incorporated into revisions to Department Procedures 300, Reports of Child 

Abuse and Neglect, which is on target to issue final policy by December 31, 2014. The recommendation will 

also be incorporated into the Procedures 300 policy training which is planned for the period January 1, 2015 

to June 30, 2015. This training will reinforce caseworker and supervisor compliance with the policy revisions. 

 

4. This report should be used as a case study with DCFS Chicago Police Department liaisons and the 

Chicago Police Department coordinators to address future collaborative efforts between the Chicago 

Police Department and DCFS.   

 

The Department's quarterly meeting with the Chicago Police Department Coordinators was attended by CPD 

Commanders from each area and area coordinators from areas south and central.  The redacted Inspector 

General report was reviewed with emphasis on better outcomes and decision-making for both entities when 

there is clear and consistent communication.  The Department, through its liaisons and SCR, will assist CPD 

in determining if a family has open involvement with DCFS. 

 

OIG Update:  According to the DCFS Chicago Police Department Liaisons, while communication has 

improved with Detectives investigating major crimes, Child Protection Investigators continue to have 

difficulty accessing patrol officers to obtain information about open investigations.  The Inspector General is 

coordinating with the CPD Chief of Patrol to facilitate communication between patrol officers and child 

protection investigators. 

 

 



 

DEATH AND SERIOUS INJURY INVESTIGATIONS 25 

 

DEATH AND SERIOUS INJURY INVESTIGATION  6 

 

A two month-old boy suffered a broken leg determined by physicians to be the result 

of physical abuse. Department child protection staff failed to fully assess all 

caretakers of the boy and his two year-old brother while conducting their investigation. 

 

 

The two month-old baby boy was brought to a hospital emergency room by his 

mother who reported swelling and redness in his left leg.  X-rays of the baby found 

a ñcornerò fracture to his left femur and a bruise to his left knee as well as healing fractures to two of his ribs.  

While the femoral fracture and bruise were new injuries the rib fractures were estimated to have occurred two 

weeks earlier.  The mother was unable to provide any explanation for the babyôs injuries and told hospital 

staff that she and the childrenôs father were the primary caretakers for the boys but that their maternal 

grandmother, who lived in the same building, sometimes provided care for them as well.   

 

Later the same day, the mandate investigator assigned to the report observed the baby at the hospital and took 

the two year-old into protective custody, placing him in the home of his maternal aunt.  When the baby was 

discharged from the hospital two days later he was also placed in the maternal auntôs home. 

 

Two weeks after the hotline report was made, the mother requested that the children be placed with their 

maternal grandmother, who lived in the same building as the mother and had been the primary caretaker for 

the two year-old since his birth.  The investigator and her supervisor agreed to the change in placement, 

however medical staff from the hospital objected, noting that the grandmother could not be ruled out as a 

perpetrator of the injuries to the baby since she had occasionally provided care for him.  When the family was 

informed by the supervisor of the hospital staffôs objections, the grandmother said she had never previously 

provided care to the baby, contradicting what the family had told the investigator.  The children remained in 

the custody of the aunt. 

 

After the Departmentôs Regional Medical Consultant report found the babyôs injuries were non-accidental and 

likely the result of physical abuse, the Department decided to take protective custody of the children. Three 

days later, after the family had been informed of that decision but prior to the children having been taken into 

custody, the supervisor received a call from the maternal aunt informing her that the grandmother reported the 

mother had signed a guardianship agreement granting custody of both children to the grandmother.  After 

speaking with the motherôs attorney over the phone, the aunt relinquished physical custody of the baby to the 

grandmother.  The investigator and supervisor responded to the auntôs report by allowing the children to stay 

with the grandmother and indicating a report against the mother for Risk of Harm for violating the safety plan 

that placed the boys with maternal aunt. 

 

In an interview with OIG investigators, the supervisor stated she was confused by the document presented by 

the grandmother but did not contact the Departmentôs Office of Legal Services for consultation.  Short-term 

guardianship orders are out-of-court documents that do not supersede Department Rule and Procedure.  The 

original child protection investigation was indicated against both parents for Bone Fractures. 

 

 

1. The investigative field should be trained that in cases with 

abusive injuries and multiple caretakers, the investigator must 

develop a timeline of caretakers during the critical period of 

time in which the injuries could have been inflicted.   
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A pilot training session is completed.  The Department is planning for a statewide roll out in the first quarter 

of 2015.   

 

2. The Department should overturn the motherôs indicated finding for violating the unwritten safety 

plan by signing a short term guardianship document. 

 

The Department does not agree to voluntarily overturn the indicated finding.  The Department does agree to 

amend Rule 300 and/or Procedures 300, Reports of Child Abuse and Neglect, whichever is necessary, to 

include a provision that will allow the Director to permit a late expungement appeal for good cause. 

 

3. The investigator and supervisor should review this case, specifically with regard to their handling 

of the short term guardianship document. 

 

The report has been reviewed with the employees. 

 

4. At the next Supervisor/Management Cook Child Protection Meeting, the field should receive a 

training surrounding the legal effect of Short Term Guardianship as well as a reminder regarding the 

importance of developing a 72 hour timeline around inflicted injuries. 

 

The Department's Office of Legal Services has conducted trainings statewide. 

 

5. The Department should develop a training to focus on honing interviewing skills for child 

protection, identifying crit ical facts and developing information early on regarding critical facts. 

 

A pilot training session is completed.  The Department is planning for a statewide roll out in the first quarter 

of 2015.   
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DEATH AND SERIOUS INJURY INVESTIGATION 7  

 
A four month-old girl died of undetermined causes after being found unresponsive in 

the bed of her mother.  At the time of the babyôs death, a child protection 

investigation of inadequate supervision by the mother of her four children was pending. 

 

 
Three months after the baby was born, the State Central Register (SCR) received a 

report alleging the mother routinely left her four daughters, ages 10, 3, 2 and 3 

months, home alone.  The report also alleged the home was unsanitary and that the children frequently 

complained of being hungry and that there was no food available in the house.  The case was assigned to a 

child protection investigator who had recently been transferred to the position from a non-investigative unit of 

the Department.  The investigator contacted the reporter and was told the mother repeatedly left the children 

alone inside the home while she was outside drinking alcohol and socializing with neighbors.  The 

investigator then went to the home but found no one present and was unable to reach the mother on the phone.  

The investigator did not document any attempt to leave a written message for the mother at the residence.   

 

The investigator did not make another visit to the home until two weeks later.  Department Procedure 

mandates that investigators make a ñgood faith attemptò to establish contact with families who are the 

subjects of hotline calls within 24 hours and to continue their efforts every 24 hours until contact is made.  

Furthermore, investigators must pursue whatever steps are necessary in order to establish contact and to meet 

with and observe potential victims of abuse and neglect.  Although the investigator was aware of the school 

the oldest daughter attended and had spoken by phone with the father of the youngest two girls, she did not 

utilize either of these resources to see the children. 

 

One week after the investigatorôs initial visit to the familyôs home, the investigatorôs supervisor instructed her 

to conduct searches of the Child Abuse and Neglect Tracking System (CANTS) and the Law Enforcement 

Agency Database System (LEADS) to determine if the mother had any history of involvement with the child 

welfare or criminal justice systems.  Despite the fact the mother had been the subject of an unfounded hotline 

report seven months prior to the current allegation, an OIG review of the case record found no documentation 

of the previous investigation.  The supervisor also advised the investigator to send a letter to the motherôs 

home informing her of the Departmentôs need to locate her, however no such correspondence was present in 

the case file. 

 

Six days after the investigatorôs second attempt to visit the mother and her children at their home, the 

supervisor reiterated the need for the investigator to send a letter to the residence.  In an interview with the 

OIG, the supervisor stated that although he conducted weekly meetings with his staff he was unaware whether 

the investigator ever completed her required tasks and did not address her failure to comply with his 

directives.   

 

Eight days after the investigatorôs second attempted visit to the familyôs home, SCR received a call from the 

County Medical Examiner reporting the babyôs death.  The mother stated she had awoken and found the baby 

unresponsive after the two had been sleeping together in the same bed.  Police who responded to the home 

found it to be in ñdeplorableò condition with empty liquor bottles, garbage, dirty diapers and cigarette butts 

strewn about the house.  The only furniture present in the home was mattresses on the floor.  There was no 

crib or separate sleeping apparatus for the baby.  During the course of the subsequent child protection 

investigation it was learned the mother always co-slept with the baby and that the baby had never been taken 

to a physician since leaving the hospital following her birth.  Although the mother provided the name of a 

doctor she said was the childrenôs primary physician, the doctor had no record of having seen or treated any of 
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the children. 

 

An autopsy found the baby suffered from congenital heart disease which was identified as a contributing 

factor in her death; however, the manner of death was classified as undetermined because the child had been 

subjected to an unsafe sleeping condition (sharing the bed with her mother).  The child protection 

investigation initiated prior to the babyôs death was ultimately indicated against the mother and the father of 

the youngest two girls for Environmental Neglect.  The investigation arising from the babyôs death resulted in 

the mother being indicated for Death by Neglect, Medical Neglect, Substantial Risk of Physical Injury and 

Environmental Neglect.  The three older girls were removed from the motherôs custody and placed in the 

relative foster home of their maternal aunt. 
 

 
1.  The child protection investigator should be disciplined for 

failing to timely assess the minors in accordance with Procedures 

300.50 (c), Initiation of the Investigation.  The discipline should 

be mitigated by the fact the investigator had transferred to the Division of Child Protection two weeks 

prior to the case being assigned. 

 

The employee received a 7-day suspension. 

 

2.  The child protection investigatorôs supervisor should be disciplined for failing to ensure that the 

investigator timely assessed the minors in accordance with Procedures 300.50 (c), Initiation of the 

Investigation. 

 

The employee was discharged. 
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DEATH AND SERIOUS INJURY INVESTIGATION 8  

 

A nine month-old girl died as a result of massive brain swelling due to blunt head 

trauma.  Six months prior to the girlôs death, her parents were the subjects of an 

indicated report for physical abuse of the girl and risk of harm to her one and a half year-old brother. 

 

 

The familyôs involvement with the Department was initiated when the girl was 

three months-old after she was brought to a hospital by her mother and father for 

an evaluation of  unexplained bruising and had demonstrated difficulty moving her right arm.  The mother 

stated the girl suffered from ñspontaneousò bruises that continually appeared and receded and reported the 

couple had taken the girl to another hospital one week earlier to address the same condition.  Upon 

examination, doctors found that in addition to bruising the girl presented with multiple leg fractures.  The 

parents also reported the previous hospital had identified an injury to the frenulum inside the girlôs mouth.  

Given the improbability of self-inflicted femoral fractures and oral injuries in a non-ambulatory infant, as well 

as the girlôs history of bruising, low weight and apparent failure-to-thrive, treating physicians determined her 

injuries were most likely the result of physical abuse and a child protection investigation was opened. 

 

While the girl was hospitalized the mother presented staff with numerous theories as to the cause of the girlôs 

injuries which were rooted in a host of diseases and maladies.  The girl received hematology, neurology, 

ophthalmology, radiology and genetic consultations, all of which failed to identify any biological cause for 

her injuries.  Doctors noted that the unexplained bruising did not occur in the hospital despite the 

administration of multiple, sometimes invasive, tests.  A skeletal survey found two healing rib fractures which 

the parents were unable to explain.  The girlôs brother had no injuries. 

 

The children were taken into protective custody by the Department and the boy was placed in the relative 

foster home of his paternal great aunt while the girl was hospitalized.  The court granted the parents 

supervised visitation at the discretion of the private agency assigned to provide services.  Following the girlôs 

release from the hospital after one week, both children were placed in the care of the fatherôs step-sister.  The 

parents were both indicated for Bone Fractures and Cuts, Welts and Bruises to the girl and Substantial Risk of 

Physical Injury to both children. 

 

An Integrated Assessment of the family was prepared while the child protection investigation was completed 

and the screener relied heavily upon the parentôs self-reports to construct her understanding of the familyôs 

status.  The screener did not obtain any of the girlôs medical records, nor did she have access to the 

information being compiled by the Departmentôs Regional Medical Consultant.  In the absence of objective 

medical opinions and observations, the screener accepted the parentsô accounts of various diagnoses they 

claimed to have received from doctors providing biological explanations for the girlôs injuries.  The Integrated 

Assessment identified counseling for the parents to help them cope with the stress and disruption of their 

involvement with the Department and their uncertainty over their daughterôs health as a primary focus of 

services.  Though both parents had been indicated for abuse by the Department, that fact was not reflected in 

the Integrated Assessment or the service plan.   

 

The Departmentôs Regional Medical Consultant report was completed, three months after the girl was first 

admitted to the hospital and one month after the child protection investigation was closed, finding no 

biological explanation for the infantôs fractures and bruising.  The report was sent to the child protection 

investigator but was not forwarded to private agency staff or other involved professionals. 

 

One week after the Departmentôs Regional Medical Consultantôs report was completed, but without 
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knowledge of its findings, the court held a hearing on the Stateôs petition for adjudication.  The court was 

informed the parents had reached an agreement with the Stateôs Attorney stipulating the girl was an abused 

minor and the boy was a neglected minor based on the non-accidental nature of his sisterôs injuries.  An Order 

of Protection was entered and the parents were permitted to return to the family home, though the step-sister 

was required to remain in residence for 30 days and the parents were to cooperate with services. 

 

Three months after the parents moved back into the home, paramedics responded to an emergency call the girl 

was unresponsive at the residence.  She was transported to a hospital in critical condition and doctors 

subsequently learned she had severe swelling of the brain and bilateral retinal hemorrhaging.  The girl was 

also found to have bilateral bruising to her thighs which her parents attributed to an infant seat; however, 

physicians determined the injuries were inconsistent with that explanation.  The parents asserted the girl had a 

genetic condition that caused her to bruise easily but it was noted that neither chest compressions from CPR 

nor the insertion of intravenous needles left any marks.  Four days after the girl was transported to the hospital 

she was removed from life support and she died the following day.  The medical examiner ruled the girlôs 

death a homicide.  The boy was taken into custody and placed in the home of his maternal grandparents.  His 

case is pending in juvenile court. 

 

 

1.  If a Regional Medical Consultant report is pending when 

custody is taken of a child, the child protection investigator and 

medical program coordinator should arrange for a phone 

conference to review their preliminary findings with the placement agency supervisor.  The 

Coordinator should ensure that the agency receives a copy of the report upon completion. 

 

The recommendation has been incorporated into revisions to Department Procedures 300, Reports of Abuse 

and Neglect, which is on target to issue final policy by December 31, 2014. The recommendation will also be 

incorporated into the Procedures 300 policy training which is planned for the period January 1, 2015 to June 

30, 2015. This training will reinforce caseworker and supervisor compliance with the policy revisions.   

Relevant language will also be incorporated into Department Procedures 301, Placement and Visitation 

Services. 

 

Regional Medical Consultant Programs will be advised to implement by February, 2015 and Department 

Operations and Contract staff will work to incorporate recommendations into the FY16 program plans for 

each medical resource program. 

 

2.  If the child does not come into custody but an intact family case is opened while a Regional Medical 

Consultant report is pending, the Department should develop a mechanism for the medical program 

coordinator to convene a phone conference with Intact Family Services when a child remains in the 

home.  The Coordinator should ensure that intact family staff receive a copy of the report upon 

completion. 

 

The recommendation has been incorporated into revisions to Department Procedures 300, Reports of Abuse 

and Neglect, which is on target to issue final policy by December 31, 2014. The recommendation will also be 

incorporated into the Procedures 300 policy training which is planned for the period January 1, 2015 to June 

30, 2015. This training will reinforce caseworker and supervisor compliance with the policy revisions.  

Relevant language will also be incorporated into Department Procedure 302.388, Intact Family Services. 

 

Regional Medical Consultant Programs will be advised to implement by February, 2015 and Department 

Operations and Contract staff will work to incorporate recommendations into the FY16 program plans for 

each medical consultant program. 
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3.  The clinical screener completing the Integrated Assessment should be part of the case conference in 

order to integrate the information into the assessment. 

 

As part of the intake process for open placement cases, Integrated Assessment (IA) intake will inquire as to 

whether there are any outstanding Regional Medical Consultant reports to ensure that this documentation is 

incorporated into the Integrated Assessment. In cases in which a Regional Medical Consultant case 

conference is pending, the IA screener will arrange to participate in the case conference in order to integrate 

this information into the IA assessment.  These additions will be made part of the Integrated Assessment 

intake protocol. 

 

4.  The Regional Medical Consultant Coordinator should ensure that child protection investigators and 

supervisors are notified of the date and time of staffings held in the partner hospitals that pertain to 

their assigned investigations. 
 

The Department agrees.  This process will be written into FY16 program plans. 
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A one year-old boy died after suffering seizures related to low blood-sodium levels.  

The boyôs mother was indicated for death by neglect and malnutrition, and she never 

received notice of the indicated finding against her. 

 

 

Two years after her two children were removed from her custody, the mother gave 

birth to her third son.  Prior to the boyôs birth, the mother had been involved with 

pre-natal care and was participating in counseling and parent coaching while working towards reunification 

with her older children; therefore, the mother maintained  custody of the third child.   An OIG review of the 

boyôs medical records found that while he presented as generally healthy he was small in stature and very low 

weight for his age.  The boy was routinely recorded as being between the second and tenth percentile for 

height and ranged between the second and fifth percentile for weight.  In an interview with the OIG, the 

motherôs placement worker stated that during her interactions with the mother she often saw her sharing her 

own food with the baby or feeding him the same items as his older siblings. The worker reported she had 

spoken with the mother about providing the boy with foods geared specifically towards his dietary needs and 

on one occasion purchased groceries for the mother to feed the baby in order to illustrate what he should be 

eating and help her identify which of those foods he would consume.  The placement worker told OIG 

investigators she never observed the boy to be unhealthy or sick and was not concerned with his development 

as she was aware he was being seen regularly by his pediatrician.  The mother had reported to the pediatrician 

that the boy could not drink regular milk and sought and obtained authorization to provide him with soy milk 

instead.  The mother was accessing resources provided by the local Women, Infants and Children (WIC) 

clinic, which monitored well-baby care and knew the mother had missed the 12-month check-up.  This 

information was never shared with the caseworker 

 

One month after the motherôs most recent visit to the pediatrician with the boy she found him crying in his 

bed.  After she picked him up he lost consciousness and she called paramedics who transported him to a 

hospital.  Attending physicians determined his sodium count was low and administered a saline bolus to raise 

his levels.  While being transferred to a second hospital for treatment he developed hypotension and required 

intravenous fluids.  The mother told hospital staff the boy regularly drank ña lot of waterò and that she gave it 

to him interchangeably with soy milk and juice depending on what was available in the home or what he 

seemed to prefer.  The boy did not regain consciousness and was pronounced dead the day after being brought 

to the hospital.  The boyôs cause of death was determined to be hyponatremia, a not uncommon electrolyte 

abnormality in children resulting when sodium concentration in the blood falls below the minimum normal 

level.  The hyponatremia had led to swelling in his brain resulting in seizures which proved fatal.  While 

hyponatremia is a dangerous condition, most parents are unaware giving an infant too much water can result 

in death.  The medical examiner ruled the death a homicide due to child neglect.   

 

Following the childôs death, the Department opened an investigation into the death.  The assigned child 

protection investigator accepted information contained in the initial report suggesting the boy had been 

malnourished but did not obtain his medical records or seek a definitive diagnosis of his cause of death.  The 

investigator indicated the report against the mother for Death by Neglect and Malnutrition and her conclusion 

was approved by her supervisor.  The OIG investigation disclosed that neither the medical examiner nor any 

other medical professional made a finding the boy had been malnourished.   

 

An OIG review of the medical examinerôs report found their determination of his percentile length compared 

him with children three months younger, making it seem he was in the 75th percentile when in fact he was in 

the 10th to 25th percentile for length for his age. 
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Fifteen months after the death of the boy, the mother gave birth to her fourth child.  Following an altercation 

with the babyôs father while in the hospital after giving birth a hotline report was made and another child 

protection investigation was opened.  It was during this investigation the mother learned she had been 

indicated for the death of her son the previous year.  An OIG review of State Automated Child Welfare 

Information System (SACWIS) records found that during the course of the prior investigation the motherôs 

address had been erroneously changed to that of the medical examinerôs office.  The Notice of Indicated 

Finding had been sent to the medical examinerôs office in the motherôs name. 

 

As a result of the child protection investigation following the birth of the motherôs fourth child, the baby was 

removed from her custody and placed in the relative foster home of his paternal great-grandmother.  The OIG 

learned the paternal great-grandmother had an extensive history of involvement with the Department which 

included having her own children removed from her custody and having foster children placed in her care 

removed from her home.  The foster children had been placed with the paternal great-grandmother while she 

was using another name and the Department had been unaware of her history at the time.  The OIG informed 

Department administrators of the great-grandmotherôs history with child welfare; however, it was determined 

a great deal of time had passed since the incidents occurred and the baby was allowed to remain in her care.   

 

Two months after the baby was placed with the paternal great-grandmother the court ordered him returned to 

the custody of his parents while the Department maintained wardship.  The mother is considering 

relinquishing her parental rights to her two oldest children in order to allow them to be adopted by the foster 

parent they have resided with for eight years. 

 

 

1. A redacted copy of this report should be shared with the 

child protection investigatorôs supervisor for discussion of her 

failure to ensure that medical records and a definitive medical 

diagnosis regarding the allegation of malnutrition were obtained and her failure to ensure that the 

mother received verbal notification that she was being indicated for death by neglect.  

 

The report was shared with the supervisor. 

 

2. The Department should consider unfounding the Malnutrition allegation against the mother.  (This 

recommendation would not affect the indicated finding of Death by Neglect.) 

 

The allegation was unfounded. 

 

3. The notification letter generated for the mother during the death investigation should be sent to her 

correct address. 

 

The mother's address has been corrected and the notification letter was issued. 

 

4. The Inspector General will share a redacted copy of this report with the County Medical 

Examinerôs Office and request that a correction to the length for age growth chart in the Medical 

Examinerôs File for the boy be changed to reflect the correct length for his age at the time of his death.  

 

The Inspector General shared the report with the Medical Examiner's Office. 

 

5. Given the paternal great-grandmotherôs history, the Department should not place children in her 

care or exercise extreme caution if the decision is made to place children in her care. The paternal 
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great-grandmotherôs aliases should be added to SACWIS (Statewide Automated Child Welfare 

Information System) and her history with the Department should be linked in SACWIS.  

 

The Department agrees.  The home was placed on hold and aliases were entered into the system. 

 

6. Given the circumstances surrounding the boyôs death, current workers involved in the motherôs 

case should closely monitor the family and maintain communication with service providers including 

medical doctors and WIC staff to ensure that the infant is receiving proper medical and nutritional 

care.  

 

Staff were notified of the needs indentified in this recommendation, as well as the need to exercise this 

practice in all cases.   Staff will continue to perform the tasks on an ongoing basis. 

 

7. To ensure that alleged perpetrators of abuse and neglect receive notification of the investigative 

findings and their right to appeal, the Department must develop a system to ensure that at the close of 

an investigation the address for the alleged perpetrator(s) listed in SACWIS is accurate.  This report 

should be shared with the State Central Register for the purpose of developing a system of checking the 

address in death cases when there are multiple reporters calling the hotline regarding the same report.  

 

The recommendation has been incorporated into revisions to Procedures 300, Reports of Child Abuse and 

Neglect, which is on target to issue final policy by December 31, 2014. The recommendation will also be 

incorporated into the Procedures 300 policy training which is planned for the period January 1, 2015 to June 

30, 2015. This training will reinforce caseworker and supervisor compliance with the policy revisions.  

 

An Enterprise Service Request (CFS 822) was created and approved by the Office of Information and 

Technology Services for investigations that cannot close without a verified address for the perpetrator. 

 

8. The Department should ensure that placement workers require that caregivers sign consents for the 

worker to follow-up with medical providers and Women, Infant and Children (WIC) for a non-ward 

child that remains in the home of the parent when there is an open case involving other children in 

care. The follow-up with medical providers and WIC should be included in the service plan. 

 

Department Procedures 315, Permanency Planning, is underway and still in the content development stages.  

Anticipated training and procedure roll out is July 2015. 

 

9. The Manager of the local Department Field Office should discuss this case with the local Women, 

Infant and Children ( WIC ) clinic to encourage supportive communication in future DCFS involved 

cases.  

 

The Area Administrator discussed this case with the local Women, Infant, and Children (WIC) clinic. 
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In 2008, the Illinois Child Death Review Teams recommended that the Department 

investigate all deaths of babies who died while sharing a bed with a parent. Since that time, 

Office of the Inspector General investigative child death staff noted an increase in indicated death findings 

against parents in the absence of autopsy findings that the child died because of co-sleeping ï and in the 

absence of other factors that would support a finding of Death by Neglect or Abuse, such as substance abuse 

or a prior infant death. OIG staff also noted that it appeared the indicated Death findings were not being 

upheld on administrative appeal.  In response, the Inspector General initiated an in-depth study of 

Investigating and Indicating Parents for Co-Sleeping. 

 

 

Coroners and Medical Examiners call the State Central Register for two reasons:  

1) to report a child death that may have been caused by Abuse or Neglect;  and 2) 

to report child deaths solely for database tracking purposes, where there is no belief that the child died as a 

result of abuse or neglect. The Abused and Neglected Child Reporting Act (325 ILCS 5/7.8) gives the 

Department legal authority to investigate allegations of abuse or neglect after receiving a call of suspected 

abuse or neglect. The Department had begun, sometime in 2010, to accept for investigation all calls reporting 

infant deaths involving co-sleeping regardless of whether the reporter alleged abuse or neglect.  

 

Infants should sleep alone, on their backs and in cribs.  Co-sleeping, the practice of adults and/or older 

siblings sharing beds with infants, while promoted among some groups such as breast-feeding proponents and 

others, is an unsafe sleep practice. It is especially unsafe to sleep with an infant if the parent is impaired by 

drugs or alcohol or is sleeping on poor quality bedding as is commonly found in low-income homes.  A 

review of relevant literature revealed that as many as 65% of parents report having slept with their child 

during the first three months of the childôs life.  Another study found that the incidence of frequent bed-

sharing among low-income families approached 50%.  Because of the persistent prevalence of the practice, 

most experts support a Public Health Educational response to the problem rather than indicating parents for 

the practice.   

 

An indicated finding for Allegation 51, Death by Neglect, requires a determination that a perpetrator 

exercised a ñblatant disregard of parental (or other person responsible for the childôs welfare) 

responsibilities)ò which resulted in the death. (89 Ill. Adm. Code 300 Appendix B)  Under the Abused and 

Neglected Child Reporting Act, blatant disregard is defined as a ñreal, significant, and imminent risk of harm 

would be so obvious to a reasonable parent or caretaker that it is unlikely that a reasonable parent or 

caretaker would have exposed the child to the danger without exercising precautionary measures to protect 

the child from harmò (325 ILCS 5/3) An indicated finding of Death by Neglect will be retained on the State 

Central Register for 50 years, during which time, indicated perpetrators may not be employed as teachers or 

anywhere in the childcare system.   

 

An indicated finding can be overturned through the administrative appeal process. OIG staff tracked indicated 

findings for Death by Neglect where the parents sought administrative review and the facts did not include 

substance abuse or other factors suggesting a neglectful environment. In all appealed cases, the indicated 

finding was overturned on appeal. Some parents stated that they never intended to fall asleep with their infant, 

but had misjudged how exhausted they were. 

 

The OIG investigation found that the Departmentôs change in practice, to begin investigating and indicating 

co-sleeping deaths in the absence of allegations of neglect or abuse, was a departure from statute and rule and 

wasteful of resources, since the findings were likely to be overturned on appeal. The practice also had the 
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potential to have an unfair impact on low-income parents, because families without resources are less likely to 

appeal indicated findings and are more likely to be indicated because they have poor quality bedding or be in 

situations in which they believe sleeping with their baby is safer than not (e.g., rodents and stray bullets). 

 

 

1. This Report will be shared with the Secretary of the Illinois 

Department of Human Services and the Director of the Illinois 

Department of Public Health to address co-sleeping as a public 

health issue, including a focus on the reduction of infant mortality rates among minority populations. 

 

The Inspector General shared the report with the Secretary of the Illinois Department of Human Services and 

the Director of the Illinois Department of Public Health. 

 

2. The Department of Children and Family Services should reinstate its historical practice of 

investigating co-sleeping deaths only when the report discloses circumstances suggesting possible abuse 

or neglect, such as an intoxicated parent or a previous co-sleeping death in the same family.  In the 

alternative, the Department should immediately convene public hearings toward adopting Rules 

governing investigating and indicating co-sleeping deaths. 

 

The State Central Register (SCR) no longer takes a death report based solely on an unsafe sleep practice.  

Training was provided to staff. 

 

3. The Inspector General will share this Report with the Senate Human Services Subcommittee.  

 

The Inspector General shared this report with the Senate Human Services Subcommittee. 

 

4. The Inspector General will share this Report with the Illinois Child Death Review Teamsô Safe 
Sleep Subcommittee.  

 

The Inspector General shared this report with the Illinois Child Death Review Teamsô Safe Sleep 

Subcommittee. 

 

As a follow-up to the Safe Sleep Report, the Inspector General made an additional recommendation: 

 

Once the policy and procedures are finalized in accordance with ANCRA, the Office of 

the Inspector General recommends the Department undertake a review of all the sleep-

related deaths indicated for Allegation #51 (Death by Neglect) during the period in which 

all sleep-related infant deaths were investigated to decide whether the findings should 

stand or be overturned, applying the factors identified in the revised policy and 

procedures. [Although many parents were indicated for #60 (Risk of Harm) related to 

sleep practice during this same time period, the OIG recommends the Department limit its 

review to cases indicated for #51, recognizing that an indicated finding of #60 has a 5-year 

retention (unlike #51 which has a 50-year retention) and the review of these cases would 

require a great amount of resources.]   

 

The Departmentôs response and is pending. 
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CHILD DEATH REPORT 

 

Office of the Inspector General (OIG) staff investigate the deaths of Illinois children whose families were 

involved in the child welfare system within the preceding twelve months. OIG staff receive notification 

from the Illinois State Central Register (SCR) when a child dies, when the death is reported to SCR.
1
  

OIG staff investigate the Departmentôs involvement with the deceased and his or her family when (1) the 

child was a ward of DCFS; (2) the family is the subject of an open investigation or service case at the 

time of the childôs death; or (3) the family was the subject of an investigation or service case within the 

preceding twelve months. If OIG investigators learn of a child death meeting this criteria that was not 

reported to the SCR, staff will still investigate the death.  

 
Notification of a childôs death initiates a preliminary investigation in which the death report is reviewed, 

databases are searched and results reviewed, autopsy reports are requested, and a chronology of the 

childôs life, when available, is reviewed.  The next level of investigation is an investigatory review of 

records in which records may be impounded, subpoenaed, or requested, and reviewed. When warranted, 

OIG investigators conduct a full investigation, including interviews.  A full investigation usually, but not 

always, results in a report to the Director of DCFS.  The majority of cases are investigatory reviews of 

records, often including social service, medical, police and school records, in addition to records 

generated by the Department or its contracted agencies.  

 

In Fiscal Year 2014 OIG staff investigated 99 child deaths meeting criteria for review, as compared to 93 

deaths in FY 2013 and 106 deaths in FY 2012.  A description of each childôs death and DCFS 

involvement is included in the annual report for the fiscal year in which the child died. This yearôs annual 

report includes summary information for children who died between July 1, 2013 and June 30, 2014.  

There was an increase in natural deaths this year, including deaths caused by asthma. Two pending full 

investigations involve asthma deaths. Comprehensive summaries of death investigations reported to the 

Director in FY 14 are included in the Investigation section of this annual report.   

 
Individual cases may not rise to a level necessitating a full investigation, but collectively can indicate 

systemic patterns or problems that require attention. OIG staff may address systemic issues through a 

variety of means, including cluster reports, initiatives, and trainings. Four pending full investigations are 

to be included in a cluster report. Last yearôs cluster of sleep related deaths resulted in a comprehensive 

report to the Director about investigating and indicating parents for co-sleeping. See full report on page 

97.     

                                                 
1
 SCR relies on coroners, hospitals, and law enforcement in Illinois to report child deaths, even when the deaths are 

not suspicious for abuse or neglect.  The deaths are not always reported.  Therefore, true statistical analysis of child 

deaths in Illinois is difficult because the total number of children that die in Illinois each year is unknown.  The 

Illinois Child Death Review Teams have requested that individual county registrars forward child death certificates 

to SCR to compile a list of all the children who die in Illinois.  It is not known whether this is regularly occurring; in 

addition, some death certificates are sent to the Child Death Review Team Coordinator well after the fiscal year in 

which the death occurred.  The Cook County Medical Examinerôs policy is to report the deaths of all children 

autopsied at the Medical Examinerôs office.  The OIG acknowledges all the county coroners and the Cook County 

Medical Examinerôs Office for responding to our requests for autopsy reports.   
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Summary 

Following is a statistical summary of the 99 child deaths investigated by OIG staff in FY 14, as well as 

summaries of the individual cases. The first part of the summary presents child deaths by age and manner 

of death, case status and manner of death, county and manner of death, and substance exposure status and 

manner of death. The second part presents a summary of deaths classified in five manners: homicide, 

suicide, undetermined, accident, and natural.
2
 

 

Key for Case Status at the time of OIG investigation: 

 
Ward . . . . . . . . . . . . . . . . . . . . .  Deceased was a ward.   

 

Unfounded DCP . . . . . . . . . . . .  Family had an unfounded DCP investigation within a year of     

 childôs death. 

 

Pending DCP . . . . . . . . . . . . . .   Family was involved in a pending DCP investigation at time of  

  childôs death. 

 

Indicated DCP . . . . . . . . . . . . .    Family had an indicated DCP investigation within a year of  

 childôs death. 

 

Child of Ward . . . . . . . . . . . . .   Deceased was a wardôs child, but not a ward themselves.   

 

Open/Closed Intact . . . . . . . . .  Family had an open intact family case at time of childôs death /   

 or within a year of childôs death. 

 

Open Placement/Split Custody    Deceased, who never went home from hospital, had sibling(s) in   

 foster care or child in care of parent with other children in foster  

 care.  

 

Return Home . . . . . . . . . . . . . .   Deceased or sibling(s) was returned home to parent(s) from  

 foster care within a year of childôs death.  

 

Child Welfare Services Referral  A request was made for DCFS to provide services, but no abuse  

 or neglect was alleged.  

Preventive Services/   

Extended Familyéééééé  Intact family services case was opened to assist family, but not  

      as a result of an indicated DCP investigation.  

 

Former Wardééééééé.. Child was a ward within a year of his/her death. 

 

 

 

 

                                                 
2
 The causes and manners of death are determined by hospitals, medical examiners, coroners and coronersô juries.    
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Table 1: Child Deaths by Age and Manner of Death 
CHILD AGE HOMICIDE  SUICIDE  UNDETERMINED  ACCIDENT  NATURAL TOTAL 

M
o

n
th

s
 o

f 
A

g
e

 

At birth      2 2 

0 to 3  2  9 6 10 27  

4 to 6  2  5 2 2 11  

7 to 11  1  4  3 8 

12 to 24  2  2  3 7 

Y
e

a
r 

o
f 

A
g
e

 

2  1  2 3 2 8 

3   1 4 1 6 

4       

5 1    1 2 

6 1    2 3 

7       

8 1   1  2 

9    1 3 4 

10        

11      1 1 

12     1  1 

13        

14  1    1 2 

15  1     1 

16  1 1  1 1 4 

17  2 2  1 1 6 
18 or older  3    1 4 

TOTAL 19  3 23  20  34  99  

 

 
Table 2: Child Deaths by Case Status and Manner of Death 

REASON FOR OIG  INVESTIGATION *  HOMICIDE  SUICIDE  UNDETERMINED  ACCIDENT  NATURAL TOTAL 

DCP Pending  1  8 2 5 16  

Unfounded  6 1 7 9 5 28  

Indicated  1  4 1  6 

Ward  4 1 2 4 8 19  

Former Ward  2 1   1 4 

Return Home        

Open Placement/Split Custody  2   1 10 13  

Open Intact  2  1 3 4 10  

Closed Intact   1    1 2 

Child of a Ward        

Child Welfare Services Referral    1   1 

Preventive Services/Extended Family        

TOTAL 19  3 23  20  34  99  

* When more than one reason existed for the OIG investigation, it was categorized based on primary 

reason. 
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Table 3: Child Deaths by County of Residence and Manner of Death 

COUNTY HOMICIDE  SUICIDE  UNDETERMINED  ACCIDENT  NATURAL TOTAL 

Bureau    1  1 

Champaign 1    3 4 

Clay   1   1 

Cook 10 2 15 4 13 44  

DeKalb   1   1 

DeWitt    1  1 

Kane     1 1 

Kankakee    2  2 

Knox   1   1 

Lake 1  1 1  3 

Madison 1  1  1 3 

Marion    1  1 

McHenry     1 1 

McLean     1 1 

Mercer    2  2 

Peoria  1 1  4 6 

Richland     1 1 

Rock Island 1  1   2 

St. Clair 1   3 1 5 

Sangamon    2 1 3 

Shelby     1 1 

Tazewell 1     1 

Vermillion    2 2 4 

Will     1 1 

Williamson    1  1 

Winnebago 3  1  3 7 

TOTAL 19  3 23  20  34 99  

 

 

 
Table 4: Child Death by Substance Exposure and Manner of Death 

SUBSTANCE EXPOSURE 

 

HOMICIDE  UNDETERMINED  ACCIDENT  NATURAL TOTAL 

Child exposed at birth***  2 3 1 8 14  

Mother has history of substance abuse 0 1 0 2 3 

*** This includes children who tested positive for a substance at birth or whose mother tested positive for 

a substance at birth.  Others may have been exposed to drugs during the pregnancy, but the drug usage 

was not recent enough to cause the newborn or mother to test positive.  
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FY 2014 DEATH CLASSIFICATION  BY MANNER O F DEATH 

 

 
 

HOMICIDE  

 Nineteen deaths were classified homicide in manner.*  
 

 

CAUSE OF DEATH NUMBER 

Gunshot wound(s) 7 

Abusive head trauma 2 

Suffocation  3 

Malnutrition due to starvation 1 

Blunt force injuries 3 

Stab wounds 1 

Strangulation 1 

Sudden unexpected death of infant (SUDI) with history of  

 co-sleeping 
1 

TOTAL 19  

 

PERPETRATOR INFORMATI ON:*  
PERPETRATOR NUMBER 

Mother 2 

Father 5 

Motherôs Boyfriend  3 

Step-mother 1 

Foster father 1 

Caretaker 1 

Unrelated Peer 2 

Unknown/Unsolved 6 

 *Some deaths have more than one perpetrator 

 

PERPETRATOR GENDER PERPETRATOR AGE RANGE CHARGES 

 Males 15 years-39 years 

7 charged with murder (one died in jail), 1 

charged with involuntary manslaughter, 1 

charged with felony child endangerment  

 Females 18 years- 51 years 

3 charged with murder, 1 charged with 

involuntary manslaughter, 2 charged with 

child endangerment 
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SUICIDE  
Three children committed suicide this fiscal year.  Two of the children hung themselves, and one died of a 

gunshot wound. 

 

 

UNDETERMINED  
 Twenty-three deaths were classified undetermined in manner.  

 

CAUSE OF DEATH NUMBER 

Undetermined  13 

Sudden Unexpected/Unexplained Death in Infancy (SUDI)  5 

Cause pending 3 

Substance misuse/Overdose 1 

Medical conditions complicated by injuries 1 

TOTAL 23  

 

 

ACCIDENT  
Twenty deaths were classified accident in manner. 

 
CAUSE OF DEATH NUMBER 

Asphyxia/Suffocation/Overlay/sleep related 8 

Drowning 5 

Motor vehicle accidents 4 

Injuries from Fire  3 

TOTAL 20  
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NATURAL  
Thirty-four deaths were classified natural in manner.   

 

CAUSE OF DEATH NUMBER 

Complications of prematurity 7 

Cardiac conditions 7 

Congenital abnormalities 6 

Progressive Disease 2 

Asthma  4 

Pneumonia 1 

SIDS 1 

Cerebral Palsy 3 

Liver Dysfunction 1 

Cancer 2 

TOTAL 34  
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HOMICIDE  
  

 

Child No. 1 DOB 4/99 DOD 7/13 Homicide 

Age at death: 14 years 

Substance exposed:  No 

Cause of death: Multiple gunshot wounds 

Perpetrator: Unknown 

Reason For Review: Unfounded child protection investigation within a year of childôs death 

Action Taken: Investigatory review of records 

Narrative: Fourteen-year-old boy was riding his bike home from a friendôs house around 12:45 a.m. 

when he was shot multiple times. The boy had been at the friendôs house playing video games. He had 

called his mom to let her know he had arrived safely. Often he would stay overnight at the friendôs house 

if it became late, but on this evening he decided to go home. He was approximately a mile from his 

house when he was shot. The boy had just graduated from 8
th
 grade. He was looking forward to starting 

high school and planned to try out for the football, basketball, and debate teams.   

Prior History:  In August 2012 a school employee called the hotline to report that the boyôs mother had 

abandoned him. DCFS investigated and learned that the boy and his family had recently moved to a new 

neighborhood, but the boy was commuting to his old school so that he could graduate with his friends. 

After hearing that the boy was living with his mother in a new home, the school employee had no other 

concerns. The child protection investigation was unfounded. The teen had three juvenile arrests, all of 

which were adjusted at the station by police. A station adjustment is an action by police to attempt to 

correct a juvenileôs behavior without going to court.  

 
 

Child No. 2 DOB 7/04 DOD 7/13 Homicide 

Age at death: 8-1/2 years 

Substance exposed:  No 

Cause of death: Strangulation and multiple blunt force injuries 

Perpetrator: Father and paternal grandmother 

Reason For Review: Unfounded child protection investigation within a year of childôs death 

Action Taken: Full investigation, Report to Director  

Narrative: Eight-year-old girl, who lived with her 27-year-old father and 51-year-old grandmother, 

was found dead on arrival, covered with injuries, by police who were called to the home. The 

grandmother told police that the child caused her own injuries, intentionally running into furniture and 

hurting herself because her mother was not visiting regularly. At autopsy the child was found to have 

fractures, puncture wounds, and ligature marks. The father and grandmother were arrested and charged 

with first degree murder. They were denied bail. The father has since died from natural causes. The 

grandmother is in jail awaiting trial. See Death and Serious Injury Case 1. 



 

CHILD DEATH REPORT 45 

Prior History:  The father had gained temporary custody of the child through domestic relations court 

in November 2012. The Department was not involved with the family at that time. In April 2013, the 

father reported that the 8-year-old had disclosed that her motherôs boyfriend had molested her. During 

the investigation of that allegation, the child disclosed that another boyfriend of the motherôs had 

molested her earlier, prompting a second concurrent investigation. The child participated in two forensic 

interviews and a medical exam. The investigation was not well-coordinated despite the involvement of a 

child advocacy center. Though the child reported military style discipline at the grandmotherôs house to 

a child advocacy center interviewer, there was no further investigation into that practice. A doctor at a 

clinic located in a child advocacy center noted the child had faded linear marks, but when the doctor 

asked the child about them in front of the grandmother, the grandmother answered for the child. The 

doctor verbally informed the child protection investigator that the exam was normal, not adding the 

information about the observation of marks or the grandmotherôs explanation that the child self-inflicted 

the injuries. The child protection investigator did not read the full medical report and never asked 

follow-up questions. In addition, though the father reported the child was seeing a counselor, the 

counselor was not contacted.  The reports were unfounded because no concrete evidence of sexual abuse 

was found and the timeframes for when the abuse allegedly occurred did not fit.   

 

 

Child No. 3 DOB 3/13 DOD 8/13 Homicide 

Age at death: 5 months 

Substance exposed:  No 

Cause of death: Suffocation 

Perpetrator: Motherôs boyfriend 

Reason For Review: Split custody (siblings in foster care) 

Action Taken: Investigatory review of records 

Narrative:  Five-month-old infant was killed by his motherôs 26-year-old boyfriend. The 25-year-old 

mother had recently separated from the father and moved in with a new boyfriend. The boyfriend 

confessed to police that he placed his hand over the babyôs mouth while the baby was crying, then put 

him in a backpack and disposed of his body in a garbage dumpster. The boyfriend pleaded guilty to first 

degree murder and was sentenced to 30 years in prison. He was indicated for death by abuse to the 

infant. At the time of the infantôs death, the infantôs 17-month-old brother was with the father. Both 

parents had limited intellectual functioning. The couple had four older children who were in foster care. 

The mother and father were indicated for substantial risk of physical injury by neglect to the surviving 

17-month-old. The toddler entered foster care in December 2013. A sibling born in March 2014 is also 

in foster care. The four oldest children have goals of substitute care pending court determination on 

termination of parental rights and the two youngest have goals of return home.   

Prior History:  The Department first became involved with the family four years earlier when the 

parents were indicated for bone fractures by neglect and medical neglect to one of their children, then 2 

years old. The family refused services. Between 2009 and 2011 three reports were investigated and 

unfounded and were unavailable for review. Toward the end of 2011 the coupleôs four children entered 

foster care following indicated allegations of environmental neglect. A fifth child, born in March 2012, 

was allowed to remain in the coupleôs custody. A year later the mother and father were indicated for 

substantial risk of physical injury by neglect to the child because of unresolved issues and allegations of 

domestic abuse. By April 2013 police determined the mother fabricated the allegations of domestic 

violence against the father. The newborn sixth child was allowed to remain at home with the toddler 

sibling. The investigator determined the parents were meeting minimum parenting standards and a 

private agency was involved with the family as they were monitoring the placement case as well as the 

two siblings at home.  The Office of the Inspector General has made previous recommendations 

regarding services to developmentally disabled parents and the inadequacy of placement workers also 

being responsible for monitoring children left in the parentsô care.  
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Child No. 4 DOB 9/08 DOD 9/13 Homicide 

Age at death: 5 years 

Substance exposed:  No 

Cause of death: Cardiac rhythm disturbances precipitated by blunt force injury to the chest 

Perpetrator: Motherôs boyfriend 

Reason For Review: Unfounded child protection investigation within a year of childôs death 

Action Taken: Full investigation pending 

Narrative: Five-year-old boy became unresponsive while in the care of his motherôs 24-year-old 

boyfriend. It was the boyôs fifth birthday and his 27-year-old mother was out shopping for birthday 

presents. The boyfriend admitted to striking the boy in the chest with his fist. The boyôs 7-1/2-year-old 

brother was taken into custody and found to have multiple marks, lacerations, and bruises from abuse. 

The boyfriend was charged with first degree murder and aggravated battery of a child. The mother was 

charged with endangering the life or health of a child because she was aware of her boyfriendôs 

treatment of her children. The boyfriend was indicated for death by abuse to the boy and for cuts, 

bruises, welts by abuse and substantial risk of physical injury by abuse to his brother. The mother was 

indicated for death by neglect to the boy and for cuts, bruises, welts by neglect to his brother. The 

brother is placed in the care of a relative. He has a permanency goal of return home. The mother gave 

birth to a third boy in March 2014; the father is the boyfriend. The mother was allowed to keep the 

infant pursuant to a one year court order of supervision. The OIG is conducting a full investigation of 

this childôs death. 

Prior History: In February 2013 a teacher at the brotherôs school called the hotline to report the 6-1/2-

year-old child had disclosed that his stomach hurt because he was hit with a belt buckle in the stomach 

by his motherôs boyfriend. The teacher said he had no visible injury and she had talked to the mother 

about it. A report was taken for investigation of substantial risk of physical injury by abuse to the child 

by his motherôs boyfriend. While that report was pending, in March 2013, the principal at the childôs 

school called to report the child had a bump on his head, and he was afraid if he told what happened his 

mother would hurt him. A report was taken for investigation of cuts, bruises, welts by abuse to the child 

by his mother. Both investigations were unfounded after talking to the child, her mother and boyfriend, 

the maternal grandmother, and a nurse at the primary care physicianôs office. Both the mother and 

maternal grandmother characterized the child as a liar.  

 

 

Child No. 5 DOB 12/97 DOD 12/13 Homicide 

Age at death: 16 years 

Substance exposed:  No 

Cause of death: Gunshot wound to head 

Perpetrator: unknown 

Reason For Review: Unfounded child protection investigation within a year of childôs death 

Action Taken: Investigatory review of records  

Narrative: Sixteen-year-old boy died one day after being shot in the head. The teen had been walking 

down the street with two teenage girls around 10:30 p.m. when he told the girls to cross to the other side 

of the street because something didnôt feel right. A van pulled over and a man got out, fired several shots 

at the teen, got back in the van and fled the scene. The teen was the father of a 16-month-old child. A 

police investigation of the teenôs murder remains unsolved but open.  
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Prior History:  Early in 2012 a school social worker called the hotline twice requesting child welfare 

services because of the deceasedôs behavior. The Department provided service referrals to the mother. In 

October 2012 the social worker called the hotline alleging the deceasedôs 13-year-old sister had been 

punched in the head by their 19-year-old brother. The brother was unfounded for substantial risk of 

physical injury by abuse. Investigation showed that the brother and sister had gotten into an argument; 

the brother hit his sister in the head; the mother was home and intervened; the sister had no injuries; and 

the brother moved out of the home. The teen had nine prior juvenile arrests, all of which were adjusted 

by police. A station adjustment is an action by police to attempt to correct a juvenileôs behavior without 

going to court.  

 

 

Child No. 6 DOB 9/13 DOD 1/14 Homicide 

Age at death: 3-1/2 months 

Substance exposed:  No 

Cause of death: Suffocation 

Perpetrator: Step-mother 

Reason For Review: Open intact family services case at time of childôs death 

Action Taken: Full investigation pending  

Narrative:  Three-and-a-half-month-old infant was reportedly found unresponsive on the floor in the 

early morning by her 27-year-old step-mother. Her 30-year-old father was at work. The step-mother 

reported that she placed the swaddled baby in her swing between 9 and 9:30 p.m. She checked on her at 

midnight and she appeared fine. The step-mother said she awoke at 3:50 a.m. and found the baby face 

down on the ground, still swaddled, but not breathing. At autopsy the infant was found to have multiple 

fractures of the ribs and extremities, healing and recent appearing. A police investigation is ongoing. The 

DCFS investigation is completed. The infantôs 2-1/2-year-old sister and 6-1/2-year-old half-sister were 

taken into custody and are placed in relative foster care.  DCFS indicated the step-mother for death by 

abuse to the infant and for substantial risk of physical injury to the infantôs sisters. The father was 

indicated for bone fractures by abuse. The OIG is conducting a full investigation of this childôs death.    

Prior History:  In March 2013, while pregnant with the infant, the 23-year-old mother and her 24-year-

old boyfriend were investigated and indicated for cuts, bruises, welts to the infantôs 1-1/2-year-old sister 

and an intact family services case was opened while the investigator sought the filing of a petition for 

court involvement. In June 2013 the court awarded custody and guardianship of the sister to the father. 

When the infant was born in September 2013, the mother was indicated for substantial risk of physical 

injury by neglect and the infant went to live with her father when she was discharged from the hospital. 

In October 2013 the father took the infant to the hospital with a spiral femur claiming her 2-year-old 

sister fell on top of the infantôs leg. The infant had bruising on her head, face, and chest. The step-

mother was at work at the time. While the emergency room doctor felt the explanation was plausible, the 

admitting doctor, experienced in child abuse and neglect, did not.  The father, when questioned and 

confronted by police, admitted he lied and that he actually fell asleep three times while holding the 

infant, with her falling out of his arms each time. The final time he grabbed her by the leg as she fell, 

causing the break. The child abuse doctor then opined that it could not be determined whether the 

injuries were inflicted or accidental given the fatherôs second explanation, as it could explain the infantôs 

injuries. The father was indicated for bone fractures by neglect. The court was made aware of the 

injuries and the children were allowed to remain in the fatherôs care.  
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Child  No. 7 DOB 5/13 DOD 1/14 Homicide 

Age at death: 7 months 

Substance exposed:  No 

Cause of death: Malnutrition from starvation 

Perpetrators: Mother and father 

Reason For Review: Unfounded child protection investigation within a year of childôs death 

Action Taken: Investigatory review of records 

Narrative: Seven-month-old infant was found unresponsive by her father. She weighed only eight 

pounds and had starved to death. Her twin sister was taken into custody; she was severely malnourished 

and also weighed only eight pounds. Neither infant had been to a doctor in over five months. The 

surviving twin is in a foster home where her special needs are being met, after spending time in the 

hospital and a rehabilitation facility. Her 18-year-old mother and 21-year-old father were charged with 

involuntary manslaughter and child endangerment. The parents remain in jail awaiting trial. They were 

indicated for death by neglect to the deceased twin and failure to thrive and malnutrition to the surviving 

twin.  

Prior History:  In April 2013 police called the hotline to report a domestic dispute between the teen, 

then 31 weeks pregnant, and her mother. The hotline took a report for investigation of substantial risk of 

physical injury by abuse to the teen by her mother. The teen turned 18 years old seven days after the 

report was made. The investigation was unfounded. The teen moved out of her motherôs home and into a 

place with her boyfriend, the father of the unborn twins (the family lived elsewhere at the time of the 

infantôs death). The investigator tried to contact the teen after she moved, but was unsuccessful.  

 

 

Child No. 8 DOB 6/07 DOD 3/14 Homicide 

Age at death: 6-1/2 years 

Substance exposed:  No 

Cause of death: Blunt force trauma to the head and abdomen, scalding burns 

Perpetrator: Father 

Reason For Review: Child was a ward within a year of childôs death 

Action Taken: Full investigation pending 

Narrative:  Six-year-old boy was beaten to death by his motherôs 39-year-old husband (who was 

listed as his father on an amended birth certificate though he was not the biological father). The 30-year-

old mother was present in the home at the time of the beating. The mother pleaded guilty to child abuse 

and has been sentenced to four to ten years. The father pleaded guilty to second degree murder and has 

been sentenced to 100 to 150 years. The OIG is conducting a full investigation of this childôs death.    
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Prior History:  The deceased was the motherôs fourth of seven children. She gave birth to her first 

child as a teen in 1999 and made a plan for her parents to raise the child. Her first contact with the 

Department was in April 2006 when her then 17-month-old child was taken into custody after she left 

the child with relatives without a care plan. The maternal grandparentsô health problems prevented them 

from being able to take the child so the toddler was placed in traditional foster care. The mother was 

inconsistent in maintaining contact with her worker and participating in services. In June 2006 the 

mother gave birth to a baby she was allowed to keep because she had stable housing and was visiting her 

child in care consistently. In October 2006 a report of medical neglect on the baby was unfounded after 

the mother took the baby to the doctor. In June 2007 the mother gave birth to the deceased. She left the 

violent boyfriend she had been involved with, sought an order of protection, and moved into a domestic 

violence shelter. The mother participated in services, but her counselor noted that she was not making 

progress in counseling. The mother again became less consistent in services, though the children in her 

care appeared healthy. In June 2008 the mother stopped visiting her child in care. The case was taken to 

legal screening and the motherôs parental rights were terminated and the child was later adopted. In June 

2012, four years later, relatives of the motherôs husband, with whom the family was living, reported that 

the husband had whipped the motherôs six-year-old child and left marks. The six-year-old and then five-

year-old (the deceased) confirmed the report. The two children and their six-month-old sibling were 

taken into protective custody. The court awarded custody of the five and six-year-old children to the 

Department but returned the six-month-old child to the parents, saying there was no indication of abuse 

to the baby. The older children initially remained with relatives but were later moved to traditional foster 

care when questions arose about the appropriateness of the caretakers. In November 2012 the parents 

moved out of state without informing the worker until after moving. The worker advised the parents that 

they needed to locate services in their new state in order to complete their service plan. The worker 

made a call to the neighboring stateôs hotline but the report was taken as information only. In August 

2013 the worker noted that the parents had visited the children only once since moving, had not kept in 

touch with the worker, and had not completed several elements of their service plan. When the worker 

found out the mother had given birth to another baby in the other state she informed the parents that the 

case would be taken to legal screening. In September 2013, the adjudicatory hearing was held. The case 

was dismissed on a motion from the State and the children were ordered returned home to the parents. 

The worker transported the children to the neighboring state and the case was closed.  Following the 

childôs death the mother gave birth to a seventh child. The parentsô rights have been terminated on all of 

the children. 

 

 

Child No. 9 DOB 1/93 DOD 3/14 Homicide 

Age at death: 21 years 

Substance exposed:  No 

Cause of death: Stab wound to the left breast and chest 

Perpetrator: Acquaintance 

Reason For Review: Deceased was a ward within a year of her death 

Action Taken: Investigatory review of records 

Narrative: Twenty-one-year-old former ward died after being stabbed by a 28-year-old acquaintance 

with whom she got into an argument at a train station. The woman has been charged with murder and is 

in jail awaiting trial.  

Prior History: The deceased was first a ward from 1997-1999. She was in foster care again from 2002 

until 2006 when she was placed in the subsidized guardianship of an aunt and uncle. In 2009 she 

reentered care after an aunt, with whom she had been living by private arrangement, was no longer able 

to care for her. The deceasedôs wardship ended on her 21
st
 birthday. At that time she was living in a 

DCFS/DMH funded transitional living program for young adults and participating in therapy and other 

services offered by the agency.  
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Child No. 10 DOB 8/12 DOD 3/14 Homicide 

Age at death: 19 months 

Substance exposed:  No 

Cause of death: Subdural hematoma due to closed head injury due to assault 

Perpetrator: Motherôs boyfriend 

Reason For Review: Pending child protection investigation at time of childôs death 

Action Taken: Full investigation pending 

Narrative: Nineteen-month-old toddler was discovered deceased in the woods with burns covering 

80% of her body. Approximately two days prior, the childôs 23-year-old mother reported the toddler 

missing after arriving to her 23-year-old boyfriendôs home and finding him outside searching for the girl. 

The mother had left her daughter with the boyfriend while she went to work. An autopsy revealed that 

the toddlerôs death resulted from abusive head trauma and the burns were post-mortem. The boyfriend 

admitted he caused the injuries that resulted in the childôs death and he was charged with murder. He 

also was indicated for death by abuse. The mother was not investigated. The OIG is conducting a full 

investigation of this childôs death. 

Prior History:  A month prior to the toddlerôs death, a daycare worker called the hotline to report that 

the toddler had bruising and scratches to her face. The investigator interviewed the reporter, the mother, 

and the maternal grandmother and was informed that what appeared to be injuries to the child were 

symptoms of an allergic reaction. The mother had taken the child to the emergency room on the day the 

bruising was noted and the child was diagnosed with gingivitis and oral thrush. The investigation was 

pending at the time of the childôs death and has since been unfounded.   

 

 

Child No. 11 DOB 8/11 DOD 3/14 Homicide 

Age at death: 2-1/2 years 

Substance exposed:  No 

Cause of death: Multiple blunt force injuries due to child abuse 

Perpetrator: Father 

Reason For Review: Indicated child protection investigation within a year of childôs death; childôs 

father was a ward within a year of childôs death 

Action Taken: Full investigation pending 

Narrative: Two-and-a-half-year-old child was reportedly found unresponsive in the afternoon lying 

on an air mattress by her 21-year-old father who called 911. The father reported that the child had fallen 

off of a chair that morning and hit her head and was fine except for wanting to lie down. First responders 

found the child covered in bruises and already deceased. The child had been living with her father and 

his 28-year-old girlfriend for about three weeks. The father was her only caregiver that day; his 

girlfriend was at work. The father was charged with first degree murder. He was indicated for death by 

abuse. The childôs 24-year-old mother was indicated for substantial risk of physical injury by neglect to 

the child. The OIG is conducting a full investigation of this childôs death.  
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Prior History: The father was a ward of the Department from March 2010 until he was emancipated in 

August 2013. In March 2013, a hospital social worker called the hotline to report that the mother and 

maternal grandmother had brought the child to the hospital with bruising to her face and buttocks and 

scratches to her back. The child had been staying with her father when she sustained the injuries. The 

doctor who examined the child said that in her best medical opinion, the childôs injuries were the result 

of physical abuse. The father was indicated for cuts, bruises, welts by abuse to the child, who returned 

home with her mother and grandmother who lived in a neighboring state. The fatherôs caseworker was 

advised of the indicated finding against the father. Five days before he was emancipated, the father told 

his caseworker that his daughter was staying with him and that he had been her caretaker for two-and-a-

half-weeks. The caseworker did not see the child or call the hotline.   

 

  

Child No. 12 DOB 1/97 DOD 4/14 Homicide 

Age at death: 17 years 

Substance exposed:  No 

Cause of death: Multiple gunshot wounds 

Perpetrator: Unknown 

Reason For Review: Split custody (sibling in foster care) 

Action Taken: Investigatory review of records 

Narrative: Seventeen-year-old girl, whose twin brother is a ward, was shot and killed in the afternoon 

while standing on a porch with two friends. The offender had gotten out of a vehicle at the corner, 

walked up to the porch and fired shots at the teen and her two male friends. The friends were both shot, 

but they survived their injuries. According to newspaper accounts, law enforcement sources believed 

that the teen was an assassin for a gang; she was a suspect in multiple shootings. The teen is believed to 

have been the intended victim. The teen had three delinquent petitions filed on her: two were dismissed 

by way of motion by the prosecution; and for the third the teen received a year of supervision.  

Prior History: The girlôs twin brother is in the guardianship of DCFS. In March 2011 a delinquency 

court judge ordered that the 14-year-old boy, who has a history of delinquency, emotional trauma and 

mental health issues, be committed to the care of DCFS and be placed in a locked treatment facility. The 

order for a locked facility was later amended because Illinois does not have locked treatment facilities 

and the boy would have had to be sent out of state making visits from his family difficult. The boy 

remains in the guardianship of DCFS; he is in a juvenile detention center.  

 

 

Child No. 13 DOB 12/95 DOD 4/14 Homicide 

Age at death: 18 years 

Substance exposed:  No 

Cause of death: Multiple gunshot wounds 

Perpetrator: Unknown 

Reason For Review: Deceased was a ward 

Action Taken: Cluster investigation pending  

Narrative:  Eighteen-year-old boy died in surgery after being shot multiple times. He was at his 

girlfriendôs sisterôs house when he was shot in the afternoon.  Police responded to the scene and found 

the ward lying face down in a driveway. A police investigation remains unsolved but open. 
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Prior History:  The ward came into foster care in 2004 at age ten, with a delinquency record starting at 

the same age.  He had been placed at numerous group homes; had a long history of running away from 

many of his placements; was in and out of juvenile detention; and was uncooperative with offered 

services. He was on run from April 2012 to January 2013 when he was picked up on a warrant for his 

arrest. He was committed to DOC and while incarcerated the ward passed his GED test. He was released 

in May 2013 and was placed with his 21-year-old sibling in another part of the state. It was the only 

placement at which the ward was willing to stay. Attempts to transfer his case to the appropriate region 

were unsuccessful until February 2014 because the receiving region refused to accept the case, resulting 

in a nine month delay in providing the ward with services. The ward had requested that his case remain 

open. He had a permanency goal of independence and was in the process of enrolling in college.  

 

 

Child No. 14 DOB 3/14 DOD 4/14 Homicide 

Age at death: 6 weeks 

Substance exposed:  No 

Cause of death: Subdural hemorrhage 

Perpetrator: Foster father 

Reason For Review: Child was a ward 

Action Taken: Investigatory review of records  

Narrative:  Six-week-old infant was found unresponsive in his crib by his 35-year-old foster father. 

The child was taken by ambulance to the hospital where he was found to have severe head injuries and 

non-displaced fractures to two of his right ribs. Medical professionals determined the trauma occurred 

within two hours prior to the foster fatherôs call for emergency services. The infant was in the foster 

fatherôs sole care during that time period. The babyôs foster mother was at work and the infantôs agency 

supervised visit with his mother earlier that day was uneventful. The foster father, who had no criminal 

history and no prior child abuse history, was charged with first degree murder.  He also was indicated for 

death by abuse. 

Prior History:  In 2012 the infantôs sibling entered foster care following an indicated finding against 

the mother for leaving the sibling, then 6 months old, home alone in the care of the siblingôs father, a 

registered sex offender. The father had been found guilty of aggravated criminal sexual abuse of a victim 

under age 13 and aggravated criminal sexual abuse of a victim between the ages of 13 and 16. The 

mother had previously been informed by the Department and local police that the sibling was not to be 

left alone with the father. The sibling was placed in a home of relative with her paternal uncle, his wife, 

and their 1-year-old son. After his birth, the infant was removed from his motherôs care because of her 

finding of unfitness regarding the sibling and her failure to participate in services. The infant was placed 

with his 2ïyear-old sibling, who was in the process of being adopted by her relative foster parents, who 

also had their own 3-year-old son.  Following the infantôs death, the sibling was removed from the home 

and placed in a traditional foster home. The foster parentsô son was also removed from the home because 

of concerns raised about the foster motherôs continued support of her husband. He is placed with his 

maternal grandmother. 

 

 

Child No. 15 DOB 10/98 DOD 5/14 Homicide 

Age at death: 15 years 

Substance exposed:  No 

Cause of death: Multiple gunshot wounds 

Perpetrator: Unrelated peer 

Reason For Review: Unfounded child protection investigation within a year of childôs death 

Action Taken: Cluster investigation pending 
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Narrative: Fifteen-year-old boy was acting as a ñlook-outò across the street from two friends. The 

teen pointed out a passing vehicle and one of the friends fired multiple shots at the vehicle, with two 

shots striking the teen. The shooter, also fifteen years old, was charged as an adult with first degree 

murder.   

Prior History: In June 2013, eleven months before his death, the teenôs mother called the hotline 

alleging that her son was staying at a friendôs house that should be condemned and that the mother, 

whose last name she did not know, provided little supervision. She wanted help getting her son to return 

home. DCFS took a report for investigation of inadequate shelter to the teen and his friend by the 

friendôs mother. The investigator went to the home, but no one answered. She left a note asking for a 

call, but the friendôs mother did not respond. On a second visit, the investigator discovered the home had 

been boarded up and was empty. The investigator spoke with the teenôs mother who reported that the 

teen had returned home and was living with her. The mother did not know (and the teen denied 

knowing) the friendôs or his motherôs last names, where they moved, or how to reach them. Because the 

investigator could not locate them, the investigation was unfounded. The teen had five delinquency 

petitions filed in 2013 and 2014. The first petition, filed in February 2013, was stricken on leave. The 

second petition was not filed until after the child protection investigation. The teen was placed on 

electronic monitoring from November 2013 until the case was terminated in January 2014.  

 

 

Child No. 16 DOB 12/12 DOD 5/14 Homicide 

Age at death: 16 months 

Substance exposed:  No 

Cause of death: Complications of asphyxia due to suffocation 

Perpetrator: Family friend/caretaker 

Reason For Review: Open intact family services case at time of childôs death 

Action Taken: Investigatory review of records 

Narrative: Sixteen-month-old child died three weeks after being suffocated by his motherôs 24-year-

old best friend. The child, his 24-year-old mother and her 25-year-old boyfriend were spending the night 

at the friendôs home. The boy awoke during the night and the friend got up to tend to him and became 

frustrated because the mother and her boyfriend were sleeping while she was caring for the child. The 

friend said the boy grabbed her shirt and bit her breast and she responded by squeezing his head and 

neck in the crook of her arm for 10 to 12 minutes until he went limp. The friend has been charged with 

first degree murder. She was also indicated for death by abuse.   

Prior History:  In December 2013 an intact family services case was opened after the mother was 

indicated on a report of environmental neglect because of the condition of her home. The mother cleaned 

her home and maintained its condition.  At the time of the childôs death, the mother was participating in 

services including counseling, parenting training, and early intervention services for her child.  

 

 

Child No. 17 DOB 7/95 DOD 5/14 Homicide 

Age at death: 18 

Substance exposed:  Yes 

Cause of death: Multiple gunshot wounds 

Perpetrator: Unknown 

Reason For Review: Deceased was a ward 

         Action Taken: Cluster investigation pending  

Narrative: Eighteen-year-old ward was shot and killed outside his transitional living program around 

1:15 a.m. Video surveillance outside the facility showed the ward had just rung the doorbell to his 

placement when an unknown assailant approached him and shot him multiple times. A staff member, 

approaching the door to let the ward in, called 911. The ward was pronounced dead at the scene.  
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Prior History:  The teen was involved with the Department his entire life beginning when he was born 

substance-exposed. In 1999 he was removed from his motherôs care because of her substance abuse and 

he was placed with a maternal uncle. The teen was primarily cared for by his maternal grandmother and 

she adopted him in 2007. As a teen, the ward had behavioral issues that the maternal grandmother felt 

were negatively affecting her health. Various relatives tried to help care for the teen without success. In 

2011 he reentered the Departmentôs care on a dependency basis. After a failed foster home placement, 

he had two group home placements. The ward had a permanency goal of independence. He was 

uncooperative with offered services, used drugs and alcohol, often left the facility, was hospitalized, and 

was arrested and detained in jail. The teen had multiple juvenile arrests all of which were adjusted by 

police. A station adjustment is an action by police to attempt to correct a juvenileôs behavior without 

going to court. Arrests as an adult included no driverôs license, retail theft, battery, domestic battery 

which led to an order of protection against him, and criminal trespass to land which resulted in the teen 

spending time in county jail.  

 

 

Child No. 18 DOB 1/14 DOD 6/14 Homicide 

Age at death: 4-1/2 months 

Substance exposed:  Yes, marijuana 

Cause of death: Sudden Unexpected Death in Infancy with history of co-sleeping 

Perpetrators: Parents 

Reason For Review: Unfounded and indicated child protection investigations within a year of childôs 

death; closed intact family services case within a year of childôs death 

Action Taken: Full investigation pending 

Narrative: Four-and-a-half-month-old infant was found unresponsive around 9:30 a.m. by his 

mother. The infant had been co-sleeping in a king-sized bed with his 30-year-old mother and 23-year-old 

father. He was last seen alive at 2:30 a.m. when he was fed a bottle. The mother and father admitted to 

smoking marijuana and drinking alcohol before going to sleep. The motherôs BAC was .10 ten hours 

after going to bed. There was a crib in the home. The parents were charged with felony endangering a 

child causing death. They were indicated for death by neglect. An intact family services case is open to 

provide services to the mother and her three daughters. Since the infantôs death, the Department referred 

the case to the Stateôs Attorneyôs Office for a petition to be filed for an order of supervision, but the 

Stateôs Attorney has not done so.   

Prior History: Between April 2012 and the infantôs death, there were four child protection 

investigations on the mother involving physical abuse; substantial risk of physical injury due to gang 

activity by the motherôs boyfriend, the infantôs father; and substantial risk of physical injury because of 

the motherôs alcohol problem. An intact family services case was open from February 2013 to October 

2013 when it was closed for non-cooperation. In January 2014, the Department met with the Stateôs 

Attorneyôs Office requesting a petition be filed for an order of supervision after one of the motherôs 

daughters reported the mother was drinking and passing out while caring for the infant. The Stateôs 

Attorneyôs Office did not feel there was enough evidence to file a petition. 

 

 

Child No. 19 DOB 8/96 DOD 6/14 Homicide 

Age at death: 17 years 

Substance exposed:  No 

Cause of death: Multiple gunshot wounds 

Perpetrator: Unknown 

Reason For Review: Child was a ward 

Action Taken: Cluster investigation pending 
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Narrative: Seventeen-year-old boy was shot and killed around 10:30 p.m. He and his 15-year-old 

foster brother were about a block away from home when a van drove up with unidentified individuals 

who demanded money from the teens and someone in the van fired shots. The teen was shot in the chest 

and pronounced deceased on the scene. His foster brother was shot in the arm and survived. A police 

investigation of the teenôs murder is unsolved but remains open.  

Prior History:  The teen and his three sisters entered foster care in April 2012 because of continuing 

neglect by their mother. The teen was placed with his godmother after he ran from two other relative 

placements. The teen was stable in her home. He graduated high school in June 2014; he had a job; and 

he was hoping to start junior college in the Fall. The childrenôs mother, who had a chronic health 

condition, died in 2013. His sisters are placed with their maternal grandmother and have permanency 

goals of guardianship. The teen had three juvenile arrests, all of which were adjusted by police. A station 

adjustment is an action by police to attempt to correct a juvenileôs behavior without going to court. 

 

 

 

SUICIDE  
 

Child No. 20 DOB 6/97 DOD 1/14 Suicide 

Age at death: 16 years 

 Substance exposed:  No 

Cause of death: Hanging 

Reason For Review: Child was a ward  

Action Taken: Investigatory review of records  

 

 

Child No. 21 DOB 1/97 DOD 5/14 Suicide 

Age at death: 17 years 

 Substance exposed:  No 

Cause of death: Gunshot wound of the face 

Reason For Review: Unfounded child protection investigation within a year of childôs death 

Action Taken: Investigatory review of records  

 

 

Child No. 22 DOB 11/96 DOD 12/13 Suicide 

Age at death: 17 years 

 Substance exposed:  No 

Cause of death: Asphyxiation due to hanging 

Reason For Review: Child was a ward within a year of childôs death 

Action Taken: Investigatory review of records 
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UNDETERMINED  

 

 

Child No. 23 DOB 7/13 DOD 8/13 Undetermined 

Age at death: 3 weeks 

 Substance exposed:  No 

Cause of death: Sudden Unexplained Death in Infancy 

Reason For Review: Unfounded child protection investigation within a year of childôs death 
Action Taken: Investigatory review of records 

Narrative: Three-week-old infant was found unresponsive by her 27-year-old mother. The mother 

had fed the infant around midnight and placed her to sleep in her bassinette. The baby awoke around 

5:30 a.m. and the mother fed her again and laid the baby on her chest and they fell asleep. Around 9:00 

a.m. the mother awoke to the phone ringing and discovered the baby wasnôt breathing.   

Prior History: Prior to the babyôs birth, in March 2013, a relative called the hotline alleging the mother 

had abandoned a child for whom she was the guardian by dropping him off with the relative and not 

returning. Investigation showed that the relative had agreed to care for the child while the mother was 

moving. The child went back to the mother/guardianôs care while the investigation was pending and the 

investigation was unfounded for inadequate supervision.  

 

 

Child No. 24 DOB 6/13 DOD 8/13 Undetermined 

Age at death: 2 months 

 Substance exposed:  No 

Cause of death: Undetermined 

Reason For Review: Unfounded child protection investigation within a year of childôs death 

Action Taken: Investigatory review of records 

Narrative: Two-month-old infant was found unresponsive by her 18-year-old mother. The mother 

had fed the infant at about 3:00 a.m.  After feeding her the mother laid on the couch with the baby on her 

chest and they both fell asleep.  When mother awoke, they were both on the floor.  The mother and her 

children were staying at a relativeôs home. DCFS investigated the infantôs death.  Mother was indicated 

for death by neglect and substantial risk of physical injury by neglect to the one-year-old sibling. The 

sibling was taken into protective custody but the case did not pass legal screening. An intact family 

services case was opened. The mother was not compliant with services and the sibling eventually 

entered foster care and is in a relative foster placement.  

Prior History:  In June 2013, just prior to the infantôs birth, an anonymous report contacted the hotline 

and reported that the teen-age mother was homeless and often walked the streets at night with her child 

because she had nowhere to live.  It was also reported that the mother would call relatives begging for 

money because she had no food.  Allegations of inadequate food and inadequate shelter were taken for 

investigation.  The report was unfounded three days prior to the infantôs death.  Mother denied being 

homeless.  She and an aunt reported that mother was in the process of moving to Wisconsin and had 

been staying with family and friends. 

 

 

Child No. 25 DOB 1/13 DOD 9/13 Undetermined 

Age at death: 7 months 

 Substance exposed:  No 

Cause of death: Sudden Unexpected Death in Infancy 

Reason For Review: Unfounded child protection investigation within a year of childôs death 
Action Taken: Investigatory review of records 
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Narrative: Seven-month-old baby was found by his 29-year-old father unresponsive during a nap. 

The father had laid the baby on his back on the parentsô bed, covered him with a blanket, and propped a 

bottle on a pillow next to him. When he went to check on the baby, the father found him face down 

under the blanket. The father picked up the baby and he started to throw up formula. The father called 

911 and the baby was taken by ambulance to the hospital where he died a short time later. The father had 

been caring for his three children: the infant; a 2-1/2-year-old son; and a 4-1/2-year-old daughter while 

their 22-year-old mother was at work.   

Prior History:  In February 2011 the mother and father were indicated for medical neglect of their 3-

week-old son when he failed to gain weight and the parents had missed a doctorôs appointment. The 

family received intact family services for almost one year. During that time the parents participated in 

services. Both children received early intervention therapies in the home and the school district provided 

weekly services. The baby was also medically monitored by four medical specialists. Six months after 

the familyôs case was closed, in August 2012, a school bus driver discovered the parentsô 3-1/2-year-old 

daughter walking down a street by herself. The investigator discovered that the two children had been 

napping with the father. The girl said she woke up from her nap and left her house ñto go to schoolò 

while her father and brother were still sleeping. The family child-proofed their doors and an 

investigation of inadequate supervision was unfounded.  

 

 

Child No. 26 DOB 7/13 DOD 9/13 Undetermined 

Age at death: 2 months 

 Substance exposed:  No 

Cause of death: Undetermined 

Reason For Review: Closed preventive services case and unfounded child protection investigation 

within a year of childôs death 
Action Taken: Investigatory review of records 

Narrative: Two-month-old infant was found unresponsive in a bouncy seat by her 17-year-old mother 

who reported placing her in the seat 25 minutes earlier. The mother and her two children, the infant and 

a one-year-old, were visiting the home of a maternal aunt who had assisted the family in the past. The 

auntôs home was found to be dirty and cluttered with pathways blocked. In addition, the infant was 

observed to have a bruise on her face that the parents reported could have occurred when the baby rolled 

off the couch onto the wood floor or when the 18-year-old father stumbled while carrying the baby and 

hit her face against the wall. DCFS investigated the childôs death. The parents were unfounded for death 

by abuse, but indicated for inadequate shelter, environmental neglect, and cuts, bruises, welts by neglect. 

The parentsô 14-month-old son entered foster care and was placed with his paternal grandfather.   
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Prior History: The couple lived in the home of the 37-year-old maternal grandmother along with the 

motherôs three younger siblings, ages 15, 9, and 6 years. The maternal grandmother has a history of 

child protection investigations. The grandmotherôs involvement with DCFS began in March 2010 when 

a police officer took protective custody of the four children, then ages 13, 12, 6, and 3, because of the 

deplorable conditions of her trailer. Custody was allowed to lapse when a maternal aunt agreed to let the 

family live with her. During an intact family services case the grandmother explained she recently 

moved to Illinois. The father of the two oldest was in the military and suffered from PTSD and the father 

of the two youngest children had been arrested on a sex offense and she was divorcing him. She worked 

an overnight retail job to afford the trailer. The family moved back into the trailer six months later after 

it was repaired. The family also completed a Multi -Systemic Therapy program before their case was 

closed in May 2011. A year later the grandmother was unfounded for burns by neglect to her 5-year-old 

child. A teen friend of the older children was smoking a cigarette outside and the child accidently ran 

into him. The investigator spoke with collaterals including the doctor and the former caseworker. In 

Spring 2012 the Department unfounded two investigations for allegations of environmental neglect.  

Investigators observed the home to be cluttered but without health or environmental hazards. The 

grandmother admitted the home is not always clean as she works long hours. Infant safety was discussed 

with the mother as she, her boyfriend, and their infant son lived in the home. Referrals were made to 

community agencies for assistance. In May 2013 the hotline received a report about unsupervised 

children. The mother was at work and the 15-year-old, who was supposed to be watching the younger 

children, was asleep when the children came home after a half-day of school. A neighbor came over, 

began arguing with the teen, and called the police. The investigator visited the home; interviewed the 

mother at work; obtained the police report; and spoke with the pediatrician before unfounding the report.  

In June 2013 a preventive services case was opened to provide Norman Funds for utility  bills. A visit to 

the home in July 2013 found no hazards. The mother, father, and their children were not seen during the 

last investigation or preventive services case. Five months after the death another report of 

environmental neglect was called in on the grandmother. The investigation was indicated. The mother 

was seeking a new residence and the children lived with relatives while the transition occurred.  

 

Child No. 27 DOB 8/13 DOD 10/13 Undetermined 

Age at death: 7 weeks 

 Substance exposed:  No 

Cause of death: Undetermined 

Reason For Review: Pending child protection investigation at time of childôs death 

Action Taken: Investigatory review of records 

Narrative: Seven-week-old infant was found unresponsive around 7:00 a.m. by her 28-year-old 

mother in a play pen on her back on top of soft pillows and covered by a blanket. She was last seen alive 

at 11:30 p.m. when her mother put her to sleep. The mother called 911. Paramedics discovered the child 

was cold with rigor mortis and some lividity.   

Prior History: In August 2013 an anonymous reporter called the hotline alleging environmental neglect 

to the motherôs 8-year-old daughter. The investigation was pending at the time of the infantôs death and 

was ultimately unfounded. A similar report by an anonymous reporter had been made and unfounded in 

September 2012.   

 

Child No. 28 DOB 10/13 DOD 11/13 Undetermined 

Age at death: 5 weeks 

 Substance exposed:  No 

Cause of death: Undetermined, cannot exclude overlay or suffocation 

Reason For Review: Indicated child protection investigation within a year of childôs death 

Action Taken: Investigatory review of records 
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Narrative: Five-week-old infant was found unresponsive around 5:00 a.m. by his 28-year-old parents. 

The infant had been sleeping on a queen-sized bed between his parents while his 2-1/2 year-old sibling 

slept at the bottom of the mattress which was placed on the floor. An autopsy could not determine the 

cause of the infantôs death. The report noted that overlay or suffocation could not be excluded. Despite 

the undetermined cause of death, the parents were indicated for death by neglect because they had 

received information about safe sleep. An intact family services case was opened after the babyôs death. 

When they learned they were indicated for causing their babyôs death, the parents expressed their grief 

and guilt to their caseworker as well as the emotional stress they were under since learning about the 

indication. They reported their belief that they were being extra caring by having their son sleep in their 

bed.  

Prior History: In April 2013, prior to the infantôs birth, DCFS and police investigated a report that the 

fatherôs 4-year-old son had suffered partial thickness burns to his body while in the care of his step-

mother (the deceasedôs mother). Investigation showed that the step-mother left the child in the shower 

unattended, and he turned on the hot water faucet, burning himself. The hot water temperature measured 

130 degrees. A doctor specializing in burns opined that the familyôs explanation for the burns was 

consistent with the boyôs injuries. DCFS indicated the step-mother for inadequate supervision and the 

police closed their investigation as an accident. The step-mother was also indicated for cuts, bruises, 

welts by abuse to her 9-year-old son after she admitted to hitting him with a belt and leaving marks on 

his leg and arm when he dropped a perfume bottle he was not supposed to touch.  

 

 

Child No. 29 DOB 8/13 DOD 11/13 Undetermined 

Age at death: 2-1/2 months 

 Substance exposed:  No 

Cause of death: Undetermined 

Reason For Review: Pending child protection investigation at time of childôs death 

Action Taken: Investigatory review of records 

Narrative: Two-and-a-half-month-old infant was found unresponsive by his 24-year-old mother 

around 7:30 a.m. The infant was lying in his own vomit on his stomach on a sofa. The baby was last 

seen alive at 2:00 a.m. when the motherôs 20-year-old girlfriend changed the babyôs diaper, swaddled 

him, and placed him on his side to sleep on the couch. The couple did not have a crib for the baby. 

Despite the undetermined cause of death, the mother and her girlfriend were indicated for death by 

neglect.  

Prior History:  The night before the infant died, a social service agency called the hotline to report 

concerns about possible domestic violence and the motherôs parenting skills. A report was taken for 

investigation of substantial risk of physical injury by neglect. When an investigator went to the home the 

next afternoon to see the family, she learned the baby had died. Both the mother and her girlfriend were 

indicated for substantial risk of physical injury to the infant.  

 

 

Child No. 30 DOB 12/11 DOD 12/13 Undetermined 

Age at death: 2 years 

 Substance exposed:  No 

Cause of death: Undetermined (pending) 

Reason For Review: Pending child protection investigation at time of childôs death 

Action Taken: Full investigation pending 
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Narrative: Two-year-old child was pronounced dead at the hospital where her 30-year-old mother 

took her, stating she had stopped breathing. The child had multiple injuries over multiple planes of her 

body and hair loss at the time of her death. A police investigation is pending as is a child protection 

investigation for death by abuse by the mother and her 30-year-old boyfriend and substantial risk of 

physical injury by abuse to the boyfriendôs 8-year-old daughter who was visiting her father, but is now 

in the care of her mother. The OIG is conducting a full investigation of this childôs death. 

Prior History: One week before the childôs death, paternal relatives called the hotline concerned that 

they had witnessed injuries and hair loss on the child while she was visiting the previous weekend. A 

report was taken against the mother for investigation of cuts, bruises, welts by abuse; it was pending at 

the time of the childôs death. An investigator had seen the child and spoken with the mother, her 

boyfriend, the father, paternal relatives, daycare provider, and a nurse at the childôs doctorôs office 

where the child was seen the day before she died. She had been diagnosed with a viral infection, reactive 

airway disease and alopecia.  

 

 

Child No. 31 DOB 5/13 DOD 12/13 Undetermined 

Age at death: 6-1/2 months 

 Substance exposed:  No 

Cause of death: Undetermined 

Reason For Review: Indicated child protection investigation within a year of childôs death 

Action Taken: Investigatory review of records 

Narrative:  Six-and-a-half-month-old medically complex infant was found unresponsive at home by 

his 31-year-old mother around 8:00 p.m. Emergency services transported him to the local emergency 

room where he was assessed and transferred to a hospital with a pediatric intensive care unit. He died 

there a few hours later. The baby had a history of Down syndrome and congenital heart defects. He had 

been in the hospital for his first five months of life and had only been home for one month before his 

death. A child protection death investigation was conducted and the mother was unfounded for death by 

neglect: two visiting nurses reported the mother was properly caring for the infant; the mother was 

taking him to his medical appointments; and the babyôs doctor believed the mother did the best she 

could given how sick the baby was.   

Prior History: In May 2013 the mother was investigated and indicated for medical neglect to her 2-

year-old daughter who had been hospitalized for severe eczema with skin breakdown and infection. The 

child was discharged from the hospital to her fatherôs care. The father, who lived in a neighboring state, 

followed up with a doctor there, and the investigator and hospital social worker spoke with the doctor 

about the childôs hospitalization. Two older children were living with an aunt in another neighboring 

state and the investigator checked on their welfare.  

 

 

Child No. 32 DOB 2/11 DOD 2/14 Undetermined 

Age at death: 3 years 

 Substance exposed:  No 

Cause of death: Undetermined 

Reason For Review: Unfounded child protection investigation within a year of childôs death 

Action Taken: Full investigation pending 
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Narrative: Three-year-old boy was found unresponsive in bed just before midnight by his 29-year-old 

mother. She reported that he had been tired all day and slept most of the evening after 4:00 p.m. until she 

took him to her 34-year-old boyfriendôs home where they planned to spend the night. The mother 

reported the boyfriend was picking up his son with her car when she found her own son unresponsive. 

She called him to return home and they took the boy to the hospital where he was cold to the touch and 

pronounced deceased. At autopsy the boy was found to have two healing rib fractures; healing human 

bite marks to his back (possibly adult or child); and bruising to his arms, back, testicles, and abdomen. 

The boy had been seen by his pediatrician three days earlier for cellulitis (bacterial skin infection), but 

the doctor did not conduct a full body exam. Police and DCFS investigated. Police suspended their 

investigation without any charges. DCFS indicated the mother for death by neglect; cuts, bruises, welts 

by neglect; and human bites by neglect. The boy was an only child. His 33-year-old father was not 

involved in his care. The OIG is conducting a full investigation of this childôs death.  

Prior History:  In July 2013 a hospital nurse called the hotline reporting the child had bruises on his 

forehead, his palms, and his chest; and he was pale and lethargic. His mother reported that he had been 

hit by a swing at the park three days earlier and had been vomiting ever since. She also reported he 

played rough and had hit his head on a table. The Department opened an investigation for cuts, bruises, 

welts by neglect against the boyôs mother. The boy was transferred to another hospital for an enlarged 

liver and elevated enzymes. The second hospital was not concerned about abuse or trauma, but treated 

the boy for anemia. The maternal grandparents, with whom the mother and child lived, reported the 

child was very active and that the mother would never harm him. The investigation was unfounded. The 

investigator offered services, but the mother refused them.  

 

  

Child No. 33 DOB 4/12 DOD 2/14 Undetermined 

Age at death: 22 months 

 Substance exposed:  No 

Cause of death: Acute methadone toxicity 

Reason For Review: Pending child protection investigation at time of childôs death 

Action Taken: Investigatory review of records 

Narrative: Twenty-two-month-old toddler was found unresponsive on the living-room sofa by her 

22-year-old mother. The mother reported she last saw her child alive at approximately midnight when 

the child was on the sofa watching television. The mother initially reported that she went to bed leaving 

the child on the sofa and her two siblings, ages 4 and 5, in the living room asleep. The mother awoke 

around noon to find the toddler lifeless on the sofa with a bottle of methadone- without a childproof cap-

next to the child. The methadone had been prescribed for the motherôs bedridden husbandôs palliative 

care.  The mother called an ambulance and the child was pronounced dead at the scene. The mother later 

recanted her account of going to bed and leaving the child on the sofa and admitted that she left the 

home to party with a boyfriend, leaving the children in the care of her bedridden husband. The mother 

was arrested and charged with child endangerment. She is being electronically monitored while the 

charges are pending. The mother was indicated for death by neglect to the toddler and for substantial risk 

of physical injury by neglect to the surviving siblings. The surviving siblings, who were initially placed 

in a safety plan with relatives, are at home and an intact family services case is open.  
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Prior History:  In September 2013 the motherôs 3-year-old daughter went to school with a red and 

swollen eye. The school counselor contacted the hotline with an allegation of cuts, bruises, welts after 

the child reported her mother hit her in the face a belt. The child told a child protection investigator that 

her cousin hit her and did not state she was hit by her mother. The mother took the child to the doctor at 

the request of the investigator. The investigation was unfounded. In February 2014 the same child, went 

to school with a bruise under her eye and stated that her mother hit her in the eye. When the child was 

questioned by a child protection investigator, she gave several explanations for the injury, including 

being hit by her mother and being hit by her 5-year-old sister. The investigation was pending at the time 

of the childôs death. It was subsequently unfounded.   

 

 

Child No. 34 DOB 9/13 DOD 2/14 Undetermined 

Age at death: 5-1/2 months 

 Substance exposed:  No 

Cause of death: Sudden Unexpected Infant Death 

Reason For Review: Pending child protection investigations at time of childôs death 

Action Taken: Investigatory review of records 

Narrative: Five-and-a-half-month-old infant was found unresponsive around 3:00 a.m. by his 26-

year-old mother. The infant was last seen alive around 2:00 a.m. when the mother breast-fed him and 

laid him down on his back on the floor next to her. Her 26-year-old husband, the infantôs father, was 

lying on the other side of her. The infant, who had been diagnosed with failure to thrive, was being seen 

weekly by his doctor to have his weight checked. At his last visit, the infantôs weight was up almost a 

half of a pound from the previous visit. The doctor also referred the infant to a pediatric cardiologist who 

saw the infant at 3 weeks old and ruled out a possible cardiac anomaly suggested prenatally by an 

ultrasound.   

Prior History:  Prior to the infantôs birth, a June 2013 investigation of environmental neglect was 

unfounded based on an investigatorôs observation of the children and the environment and interviews 

with the developmentally delayed parents, the manager of their apartment complex, and the 1-1/2 and 2-

1/2-year-old childrenôs physician. In January 2014 another investigation of environmental neglect was 

initiated along with allegations of inadequate supervision and inadequate food. Fifteen days later, while 

that investigation was pending, police called the hotline to report that the mother and 28-year-old father 

of the two older children had sex under a blanket in front of the children. A report was taken for 

investigation of sexual exploitation. Both investigations were pending when the infant died. The 

investigator had made three attempts to see the family at their home and had made an appointment with 

the mother, but the baby died two days before the scheduled meeting. Both investigations were 

ultimately unfounded. The mother and the infantôs father denied their home (from which they had 

moved three days earlier) was dirty. The manager of the apartment complex where they had lived said 

the home was cluttered, but never dirty to the point of needing to call DCFS; she also did not find the 

children ever unsupervised or inappropriately dressed. Early intervention providers, who were in the 

home weekly to provide speech and developmental therapy to the two older children, denied seeing the 

home in an unsanitary or unsafe condition and reported no concerns for the childrenôs safety. While the 

mother and the older childrenôs father engaged in a sexual act in the same room as the children, they did 

so in a sleeping bag while the children played and the children were not believed to have witnessed it.  

 

Child No. 35 DOB 10/13 DOD 3/14 Undetermined 

Age at death: 4-1/2 months 

 Substance exposed:  Yes, marijuana 

Cause of death: Sudden Unexplained Infant Death 

Reason For Review: Closed child welfare services referral within a year of childôs death 

Action Taken: Investigatory review of records 
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Narrative: Four-and-a-half-month-old baby girl was found unresponsive around 8:00 a.m. by a 35-

year-old friend of his motherôs who was caring for her and her 8-year-old sibling while their mother was 

in jail. The friend left the children and her own three children with two 13-year-old babysitters while she 

went out drinking. The baby had been left to sleep on her back on the friendôs bed. When the friend 

returned home around midnight, she fed the baby a bottle and laid her on her stomach wrapped in a 

comforter on the floor, which is where she found her in the morning. The friend was indicated for 

inadequate supervision to all the children because she admitted to being intoxicated when she returned 

home and her level of intoxication would have prevented her from hearing any of the children if they 

woke. The baby girlôs mother was released from jail the day after the babyôs death and the surviving 

sibling was returned to her care. An intact family services case was opened to provide services to the 

friend and her children.  

Prior History: In November 2013 the Department received a child welfare services referral from the 

infantôs pediatricianôs office. The doctor was concerned because the infant, who was born exposed to 

marijuana, had missed her initial doctor visit. A worker visited the mother and infant at home. The 

mother explained that she had missed the appointment because she didnôt have transportation, but that 

she already rescheduled the appointment and arranged to get there. The mother agreed to allow the 

doctorôs office to confirm that the appointment was kept. The worker observed the baby and discussed 

sleep, fire, and water safety with the mother. The baby was seen at the doctorôs office three days later 

and the referral was closed.  

 

 

Child No. 36 DOB 8/13 DOD 3/14 Undetermined 

Age at death: 7 months 

 Substance exposed:  No 

Cause of death: Complications of hypoxic encephalopathy (brain not getting enough oxygen) 

Reason For Review: Child was a ward 

Action Taken: Investigatory review of records 
Narrative: Seven-month-old baby died six months after suffering brain injury from a lack of oxygen. 

When she was 15 days old, her 33-year-old foster mother laid the baby on her back next to her on an 

adult bed because the baby had cried after being put back in her bassinette following an early morning 

feeding. About an hour after they fell asleep, the foster motherôs alarm went off and she found the baby 

unresponsive. The foster mother called 911 and the baby survived, but was severely compromised and 

lived in a nursing care facility until her death. Doctors thought the foster mother may have rolled over 

the baby, but could not rule out that the baby simply stopped breathing on her own. The babyôs manner 

of death was undetermined with the notation that ñexternal/environmental factors cannot be excluded as 

contributing to death.ò Following the injury, the foster mother was indicated for head injuries, internal 

injuries, and substantial risk of physical injury by neglect. After the baby died, the foster mother was 

indicated for death by neglect which caused her to surrender her foster care license and resign from her 

job as a preschool teacher at a licensed day care center where she had worked for over 12 years.      

Prior History: The baby entered foster care right after her birth because of a substantial risk of physical 

injury. The babyôs 23-year-old mother had a 3-year-old child in foster care for over two years and she 

had not been consistent in participating in services to regain custody of him. The child remains in foster 

care with a relative.  

 

Child No. 37 DOB 12/13 DOD 3/14 Undetermined 

Age at death: 3 months 

 Substance exposed:  No 

Cause of death: Undetermined 

Reason For Review: Unfounded child protection investigation within a year of childôs death 
Action Taken: Investigatory review of records 
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Narrative: Three-month-old infant was found unresponsive by her 20-year-old mother around 2:00 

a.m. The infantôs 21-year-old father was at work. The mother reported placing the infant on her back in 

her infant carrier/car seat on top of a playpen turned on its side. There was a blanket under the baby, 

another under the babyôs head and one covering the baby up to her waist. The mother placed a fleece 

blanket over the entire carrier to block the light and cold air. When the infant was found, she was on her 

side.  A child protection investigation of the babyôs death was unfounded.    

Prior History: The Departmentôs involvement with the family occurred prior to the infantôs birth. In 

April 2013, a relative of the infantôs father alleged that she had been sexually abused by him two years 

earlier when she was 11. A DCFS investigation was unfounded because of an inability to substantiate 

the allegation. Police also investigated and closed their investigation without pursuing charges. 

 

 

Child No. 38 DOB 4/11 DOD 3/14 Undetermined 

Age at death: 2-1/2 years  

 Substance exposed:  No, however, mother reportedly used alcohol and marijuana during pregnancy 

Cause of death: Undetermined 

Reason For Review: Child was a ward 

Action Taken: Full investigation pending 

Narrative:  Two-and-a-half-year-old ward was found unresponsive lying face down around 6:30 a.m. 

by his 46-year-old foster motherôs 50-year-old boyfriend. The foster mother reported seeing the boy 

alive at 2:45 a.m. when she went to check on him and found him awake watching television and told him 

to go to bed. Following the childôs death, the boyôs twin brother and their 1-1/2-year-old sister were 

removed from the home. They are in a foster home where they are doing well and the foster parent is 

pursuing adoption. The Department did not conduct a child protection investigation of the childôs death. 

A foster home licensing investigation was conducted and the agency is recommending revocation of the 

foster parentôs license. The OIG is conducting a full investigation of this childôs death. 

Prior History: The child and his twin brother were removed from their 24-year-old motherôs care and 

placed with the foster parent in August 2011. The mother had been receiving intact family services for 

two months but became overwhelmed and did not want to care for her sons any longer. The mother 

visited the children irregularly. Their sister joined them in foster care in January 2013 when their mother 

was indicated for inadequate food and inadequate clothing for the child.  

 

Child No. 39 DOB 3/14 DOD 4/14 Undetermined 

Age at death: 1 month 

 Substance exposed:  Yes, marijuana 

Cause of death: Undetermined 

Reason For Review: Pending child protection investigation at time of childôs death 

Action Taken: Investigatory review of records 

Narrative: One-month-old infant born prematurely with sepsis and respiratory issues was found 

unresponsive around 8:20 a.m. by her mother. The infant was last seen alive around 3:00 a.m. when she 

was fed and changed. The infantôs 23-year-old father smoked marijuana around 1:30 a.m. The couple 

was staying overnight in a motel with the infant. The family slept together in a king-sized bed with the 

infant on one end of the bed and the father lying on the other, with the mother lying in the middle. The 

infant was found lying face up. The infant had been delivered by cesarean section at 33 weeks because 

of placenta previa. She spent the first three weeks of her life in the hospital and had been discharged 

weighing five pounds only five days before her death. The parents were indicated for death by neglect. 

The mother was also indicated for substantial risk of physical injury by neglect to her other two children, 

ages 2-1/2 and 4 years, who were already living with maternal relatives by private agreement.  
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Prior History: Hospital staff called the hotline while the infant was hospitalized because of concern 

that the mother smoked marijuana while she was pregnant and the parents appeared to be under the 

influence of marijuana on two occasions when they visited the infant. A report was taken against the 

parents for substantial risk of physical injury by neglect. The investigation was pending when the infant 

died; it was subsequently indicated. When the baby was discharged from the hospital, he was living with 

his mother in his maternal grandparentsô home. The investigator observed a bassinette in the home, 

discussed safe sleep with the mother, and received the assurance of the maternal grandparents that they 

would help care for the infant. The investigator had documented his plan to refer the mother for a 

substance abuse assessment and for intact family services.  

 

 

Child No. 40 DOB 12/13 DOD 5/14 Undetermined 

Age at death: 5 months 

 Substance exposed:  No 

Cause of death: Undetermined (with co-sleeping) 

Reason For Review: Open intact family services case at time of childôs death 

Action Taken: Investigatory review of records 

Narrative:  Five-month-old infant who was born prematurely at 32 weeks gestation was found 

unresponsive by his 43-year-old father around 10:15 p.m. The father had laid on his back on a couch 

with the infant lying face down on a pillow on the fatherôs chest. The father fell asleep. The infant was 

the thirty-two year old motherôs eleventh child, but the first for the couple.   

Prior History: An intact family preventive services case was open from December 2011 to March 

2012. The mother had called the hotline asking for help with her 10 and 13-year-old daughters whom 

she felt were out of control. The case closed when mother told her worker she no longer wanted services.  

In March 2013 a nurse contacted the hotline with allegations of sexual penetration to the motherôs 8-

year-old and 9-year old daughters by their 11-year-old brother. The sexual abuse report was indicated 

against the 11-year-old who went to live with his grandmother, and an intact family services case was 

opened. The mother was compliant with services: she had completed parenting classes, and the children 

were involved in counseling. The Department provided the mother with two infant cribs for her young 

children. While the intact family services case was open, a school counselor contacted the hotline in 

February 2014 with an allegation of cuts, bruises, welts by neglect to the 10-year-old child after she 

arrived at school with a 2-inch laceration below her eye that she said a cousin caused. The investigation 

was unfounded. The intact family services case remained open until August 2014.       

 

 

Child No. 41 DOB 1/14 DOD 5/14 Undetermined 

Age at death: 4-1/2 months 

 Substance exposed:  No 

Cause of death: Undetermined 

Reason For Review: Indicated child protection investigation within a year of childôs death 
Action Taken: Full investigation pending 

Narrative: Four-and-a-half-month-old infant was found unresponsive lying on her side by her 25-

year-old caretaker cousin around 1:45 in the afternoon. The infant had been napping in her makeshift 

crib which was a gardening wagon lined with blankets. The OIG is conducting a full investigation of this 

childôs death. 

Prior History: In February 2014 the Department investigated a report that the 19-year-old mother was 

homeless and not properly caring for the infant, then 7 weeks old. The Department put a safety plan into 

place for the infant to stay with the motherôs cousin until an intact family services case was opened, 

however, the case was never opened and the infant remained in the cousinôs care at the time of her death.   
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Child No. 42 DOB 4/14 DOD 6/14 Undetermined 

Age at death: 7 weeks 

 Substance exposed:  Yes, opiates 

Cause of death: Undetermined  

Reason For Review: Pending child protection investigation at time of childôs death; unfounded child 

protection investigations within a year of childôs death 

Action Taken: Full investigation pending 

Narrative: One-and-half-month-old infant was found unresponsive around 2:00 p.m. by his 28-year-

old mother. The mother had stayed overnight in a motel with her boyfriend, her 1-1/2-year-old daughter, 

and the baby. The mother reported that she last fed the baby at 2:00 a.m. and went to sleep with him in 

the bed at 4:00 a.m. Her boyfriend, who slept on the couch, woke her up at 7:00 or 8:00 a.m. because he 

noticed milk coming out of the babyôs nose; the mother wiped it away and went back to bed until 1:00 

p.m. when she woke up and left to run errands with her daughter, asking her boyfriend to stay with the 

baby. When she returned around 2:00 p.m. the baby was cold to the touch. The mother was indicated on 

a pending investigation for substance misuse by neglect to the deceased and for substantial risk of 

physical injury by neglect to her surviving children. Two of the children are with their father and two are 

in foster care with their paternal grandparents. The OIG is conducting a full investigation of this childôs 

death. 

Prior History:  There was a pending child protection investigation at the time of the infantôs death 

because he tested positive for opiates at birth. DCFS allowed the baby to be discharged to the mother, 

who was staying at a shelter with two of her children, while her other two children were staying with 

their father. Before a case was opened to provide intact family services, the mother left the shelter. 

August and December 2013 investigations of neglect to the children by their mother were unfounded.  

 

  

Child No. 43 DOB 7/13 DOD 6/14 Undetermined 

Age at death: 11 months 

 Substance exposed:  No 

Cause of death: Sudden Unexpected Death in Infancy with a history of co-sleeping 

Reason For Review: Indicated child protection investigation within a year of childôs death 

Action Taken: Investigatory review of records 

Narrative: Eleven-month-old infant was found face down in a queen-sized bed around 10:15 a.m. by 

his 20-year-old mother and 23-year-old father. He was last seen alive at 3:00 a.m. when the mother fed 

him and laid him back in bed with her, the father, and a 1-1/2-year-old sibling. The infant had not seen a 

doctor since he was one month old despite being told to follow up for risks associated with prematurity, 

as he had been born at 29 weeks gestation. The 1-1/2-year-old sibling also had not seen a doctor since 

she was two months old. The parents were indicated for death by abuse (apparently an error as the 

rationale for the indication described neglect and recommended the report be indicated for death by 

neglect) and substantial risk of physical injury to the sibling. An intact family services case was opened 

and a court order of supervision was entered.   
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Prior History: In May 2011 the Department investigated a report that the mother, then 17 years old, 

was not properly caring for her 6-month old child. The investigation was unfounded, but a case was 

opened for preventive services. That child later went to live with relatives. The familyôs next 

involvement with DCFS was in July 2013 when a hospital social worker called to report no one had been 

to the hospital to visit the deceased until eleven days after his birth. Once the parents visited, they had 

loud arguments causing security to be called. The father was indicated for substantial risk of physical 

injury by neglect. DCFS provided the family with a pack and play and a car seat. The family was offered 

services but they refused them. The Stateôs Attorneyôs Office refused to file for an order of supervision 

and DCFS had no further involvement with the family until the babyôs death.  

 

 

Child No. 44 DOB 4/13 DOD 6/14 Undetermined 

Age at death: 14 months 

 Substance exposed:  No 

Cause of death: Pending 

Reason For Review: Pending child protection investigation at time of childôs death 

Action Taken: Full investigation pending  

Narrative: Five-month-old twin baby girl was discovered unresponsive by her 19-year-old mother 

around 10:00 a.m. The mother and twins had spent the night at a relativeôs home. The mother, who was 

7 months pregnant, slept on a blanket on the floor with the twins. The mother last saw the baby girl alive 

around 5:00 a.m. when the baby woke her with her movement. She placed the baby back on the blanket 

next to her and went back to sleep. She awoke around 9:30 a.m. and her twin baby boy was awake. She 

made a phone call, brushed her teeth, and fed the baby boy a bottle. Around 10:30 a.m. she realized she 

didnôt hear the baby girl breathing, picked her up, and learned she was unresponsive. A child protection 

investigation of the infantôs death is pending. The surviving twin entered foster care in July 2014. A 

baby born in August entered care following her birth.  

Prior History:  A May 2013 report of substantial risk of physical injury by neglect to the motherôs twin 

infants, who were hospitalized at the time, was unfounded. The mother was offered services but refused 

them. A June 2014 report of medical neglect to the infant was pending at the time of her death.  

 

 

Child No. 45 DOB 11/13 DOD 8/14 Undetermined 

Age at death: 8 months 

 Substance exposed:  No 

Cause of death: Pending 

Reason For Review: Unfounded child protection investigation within a year of childôs death 

Action Taken: Pending 

Narrative: Eight-month-old infant died in the hospital a few days after being removed from life 

support. In June 2014 the infant was taken to a hospital in critical condition and was admitted to the 

Pediatric Intensive Care Unit where he was placed on life support. The infant was diagnosed with 

multiple intracranial hemorrhages. CT scans showed both old and new brain bleeding. The motherôs 23-

year-old boyfriend, who was babysitting the infant and two of his three siblings (4-year-old twin boys), 

reported that he heard the baby crying and found one of the twins in the crib with the infant. He said he 

picked up the infant and took him into another room where he lapsed into unconsciousness. Autopsy and 

coroner findings are pending and police and DCFS investigations are pending. The infantôs three 

siblings, who were initially in a safety plan, entered foster care in July. They are placed with relatives.  
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Prior History:  In March 2014 a caseworker called the hotline to report that her 19-year-old client, who 

had untreated mental health issues and had lost custody of her own child, was living in the home and 

babysitting the children while their 24-year-old mother went out all night. The reporter said the home 

was filthy and smelled of marijuana. A report was taken for substantial risk of physical injury and 

environmental neglect. The report was unfounded because the investigation showed that the babysitter 

had not been left unsupervised with the children and while the home was cluttered, it was not unsafe.  

 

 

ACCIDENT  

 

Child No. 46 DOB 9/10 DOD 7/13         Accident 

  Age at death: 2-1/2 years 

 Substance exposed:  No 

Cause of death: Drowning due to probable febrile seizure  

Reason For Review: Unfounded child protection investigation within a year of childôs death 

Action Taken: Investigatory review of records 

Narrative: Two-and-a-half-year-old boy drowned in the bathtub while he and his 4-year-old sister 

were in the care of their motherôs 21-year-old boyfriend while their 22-year old mother was at school. 

Investigation showed that the boy had urinated in his clothes so the boyfriend ran a bath and put him in 

the bathtub. The boyôs sister called from another room and the boyfriend went to check on her; she said 

she had to use the bathroom so he brought her back into the bathroom with him and was helping her onto 

the toilet when they noticed the boy flailing in the bathtub. The boyfriend was indicated for inadequate 

supervision and death by neglect for leaving the 2-1/2-year-old unattended in the bathroom. Relatives 

and an early intervention provider described the boyfriend as a loving caregiver to the children.     

Prior History:  In October 2012 a relative called the hotline to report that the mother, who lived with 

her children in an apartment in a building with other relatives, locked her children in their bedrooms 

several nights a week and went out until 3 or 4 in the morning. An investigator went to the home and 

found that the mother and children lived on the upper floor of a two-story home. There were no locks on 

the childrenôs bedroom doors. The mother denied she left the home during the night and an aunt who 

lived in the home said she would have heard the mother if she was coming or going. The investigation 

was unfounded for inadequate supervision.   

 

  

Child No. 47 DOB 5/13 DOD 7/13         Accident 

  Age at death: 2 months 

 Substance exposed:  No 

Cause of death: Positional asphyxia due to abnormal sleeping position in an infant car seat  

Reason For Review: Indicated child protection investigation within a year of childôs death 

Action Taken: Investigatory review of records 

Narrative: Two-month-old infant was found unresponsive in his car seat by his 32-year-old father. 

The father and 23-year-old mother were sleeping on a couch in the same room as the infant. The family 

was homeless and had been staying with various friends. The baby was last seen alive when he was fed 

at 3:00 a.m. DCFS investigated and the parents were unfounded for death by neglect.  
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Prior History: In July 2012 a relative called the hotline to report that the coupleôs 1-year-old daughter 

had a black eye and knot on her forehead. The relative took the child to the emergency room where a CT 

scan was performed and showed no other injuries. The childôs mother reported the child had fallen out of 

her high chair, the type that straps to a regular chair. While the child was secured in the high chair, the 

high chair was not strapped to the adult chair. Emergency room staff opined that falling from the chair 

could account for the injuries. The parents and grandparents reported that the child lived primarily with 

her grandparents and the parents were going to give them guardianship, a process that was started before 

the investigation was closed. The mother was unfounded for cuts, bruises, welts, but both parents were 

indicated for environmental neglect based on the condition of the home in which the accident took place.   

 

 

Child No. 48 

                  49 

DOB 6/04 

          9/00 

DOD 7/13 

          7/13 

        Accident 

  Age at death: 9 and 12 years 

 Substance exposed:  No 

Cause of death: Drowning 

Reason For Review: Unfounded child protection investigation within a year of childôs death 

Action Taken: Investigatory review of records 

Narrative: Nine and 12-year-old brothers drowned while wading during the day in a river with their 

7-year-old brother and 17-year-old cousin. The river was shallow but had many drop offs and it is 

believed the boys walked into a drop off. The cousin was able to save the 7-year-old boy and then ran 

for help. The brothers, neither of whom could swim, were recovered later that day by rescue workers. 

The two surviving children received counseling.  

Prior History: In the year prior to their deaths, four reports were made to the hotline by school 

personnel because of concerns about the childrenôs behavior and the parenting skills of their parents. The 

investigations were unfounded for inadequate supervision and substantial risk of physical injury because 

of insufficient evidence. The children were engaged in services to address their behavior.  

 

 

Child No. 50 DOB 10/95 DOD 7/13         Accident 

  Age at death: 17 years 

 Substance exposed:  No 

Cause of death: Multiple injuries due to automobile mishap 

Reason For Review: Child was a ward 

Action Taken: Investigatory review of records 

Narrative: Seventeen-year-old ward was killed in a traffic accident. The ward was returning to his 

group home following a visit with his mother and grandmother in a neighboring state. He was being 

driven by a group home employee who was unharmed. A woman driving another car ran a red light 

while reading a text; she crashed into the passenger side of the automobile at approximately 60 miles per 

hour. The woman was charged with reckless homicide and criminal recklessness with a vehicle. In June 

2014 she pleaded guilty to reckless driving and received a sentence of six months electronic home 

monitoring.  

Prior History: The teen became a ward in January 2012 after he was locked out of his home by his 

mother because she and the childôs three siblings did not feel safe with him in the home. Because of his 

behavior, the teen was placed in a group home where he lived until his death. The teen was doing well in 

his group home and his relationship with his family had improved.  
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Child No. 51 DOB 6/13 DOD 9/13         Accident 

  Age at death: 2-1/2 months 

 Substance exposed:  No 

Cause of death: Anoxic brain injury due to positional asphyxia 

Reason For Review: Unfounded child protection investigation within a year of childôs death 

Action Taken: Investigatory review of records 

Narrative: Two-and-a-half-month-old infant, born prematurely at 30 weeks gestation, was found 

unresponsive after being placed to sleep on his back on an air mattress with his 7-year-old brother. His 

30-year-old father slept on the floor next to the mattress. The 23-year-old mother, who had been sleeping 

elsewhere, awoke at 4:00 a.m., checked on the baby and found him unresponsive. He had rolled over 

onto his stomach with his face in one of the air mattress grooves, leaving him unable to breathe. The 

family had a crib in the home, but the parents reported the baby had not been sleeping in it because of 

bed bugs. Both parents were indicated for death by neglect to the infant and unfounded for substantial 

risk of physical injury to the 7-year-old sibling.  

Prior History:  In May 2013, the 7-year-old suffered a burn on his leg that he reported he got while 

ironing his school clothes at his auntôs direction. The boy was staying with his aunt while his mother 

was in the hospital for bed rest because of preterm labor. DCFS investigated and discovered that the aunt 

brought the boy to the hospital to show his mother the burn. The investigator verified that the mother 

had hospital staff look at the burn and give instructions to treat it. The aunt was indicated for inadequate 

supervision and burns by neglect. The mother was unfounded for medical neglect.  

 

Child No. 52 DOB 3/11 DOD 9/13         Accident 

  Age at death: 2-1/2 years 

 Substance exposed:  No 

Cause of death: Multiple injuries due to vehicle striking pedestrian 

Reason For Review: Child was a ward 

Action Taken: Investigatory review of records  

Narrative: Two-and-a-half-year-old child was struck and killed by a hit and run drunk driver who 

ran a stop sign. The girl had been walking to daycare with her 58-year-old great grandmother and her 

one-year-old brother. After hitting the child the car slammed into parked vehicles. The 27-year-old 

driver tried to run, but was apprehended by police officers who were in the area. The driver was charged 

with reckless homicide and aggravated DUI. The driver remains in custody pending trial. 

Prior History:  The deceased entered foster care following her birth and had lived with her great-

grandmother her entire life. Her two older sisters and her younger brother also lived in the home. While 

the parents visit the children, they have not successfully participated in services to address one of the 

older children suffering three fractured ribs at the age of 4 months. The parents have a history of 

domestic violence and substance abuse.  The Department is pursuing permanency for the children with 

the great-grandmother.  

 

 

Child No. 53 

                  54 

DOB 12/04 

            8/11 

DOD 10/13 

          10/13 

        Accident 

  Age at death: 8 years & 2 years 

 Substance exposed:  No 

Cause of death: Spinal injuries due to blunt force trauma;  

Massive head injuries due to blunt force trauma 

Reason For Review: Pending child protection investigation at time of childôs death 

Action Taken: Investigatory review of records 
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Narrative: Eight and 2-year-old siblings were killed in a car crash on a highway. Their 27-year-old 

mother was also killed; their 5 and 6-year-old siblings were seriously injured; and their 31-year-old 

father was injured. A van crashed into the familyôs vehicle while it was stopped in a lane of traffic on the 

highway around 5:30 in the morning. The children were not properly restrained in the vehicle. The 

father, who was driving, had a blood alcohol content of .10. A police investigation did not find anything 

wrong with the vehicle to explain why it stopped on the highway. The father was charged with driving 

under the influence. He was indicated for death by neglect to the two deceased children and head injuries 

by neglect to the two surviving children, who are in foster care. One child is placed with a paternal 

great-aunt and the other is in a licensed placement with a foster parent trained to manage her special 

needs as a result of the accident. The father is participating in services and the girls have a court set 

permanency goal of return home in five months.  

Prior History: The parents were indicated in 2010 for death by neglect after their 2-month-old son died 

from asphyxiation from co-sleeping in an adult bed with them after the father drank alcohol and the 

mother smoked marijuana. A 2-year-old was also in the bed. The babyôs death followed an incident of 

domestic violence between the parents two days earlier in which the mother was arrested. The children 

entered foster care and three months later, in January 2011, the court returned them home under a 

supervision order. After completing assessments and services requested of them, the parents regained 

guardianship of their children in July 2011 and the case was closed. At the time of the childrenôs and 

motherôs deaths, there was a pending investigation, initiated in September 2013, when the parents 

brought their 2-year-old son to the emergency room with scratches and bruises to his face that they 

alleged occurred that day at day care. They also filed a police report. Following the childôs death, the 

investigation was unfounded because it could not be determined how the child obtained the injuries or 

who was responsible for them.  

 

 

Child No. 55 DOB 9/13 DOD 11/13         Accident 

  Age at death: 6 weeks 

 Substance exposed:  Yes, marijuana 

Cause of death: Asphyxia due to overlay 

Reason For Review: Open intact family case at time of childôs death  

Action Taken: Investigatory review of records 

Narrative: Six-week-old infant, born prematurely with medical complications, was found 

unresponsive in the morning by his 22-year-old mother. They had spent the night at a female friendôs 

home and slept together on a twin mattress on the floor along with the friend and her 20-month-old 

toddler.  

Prior History:  The infant was the motherôs first child. The mother used heroin and marijuana during 

her pregnancy. The infant spent the first three weeks of his life in the hospital. The mother was 

investigated and indicated for substantial risk of physical injury and an intact family services case was 

opened to engage the mother in substance abuse treatment. The mother and infant were living with the 

motherôs grandmother and DCFS had provided a pack and play for the child to sleep in.  

 

  

Child No. 56 DOB 7/13 DOD 12/13         Accident 

  Age at death: 4-1/2 months 

 Substance exposed:  No 

Cause of death: Asphyxia due to face down in soft bedding 

Reason For Review: Split custody (sibling in foster care) 

Action Taken: Investigatory review of records 
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Narrative: Four-and-a-half-month-old infant was found unresponsive by his 36-year-old father 

around 7:00 p.m. At 5:00 p.m. the 34-year-old mother had laid the baby down for a nap on an adult bed 

propped up on a pillow, supported by two other pillows on each side of him and a comforter over him. 

The baby had been to the doctor earlier in the day because of trouble breathing. He was diagnosed with 

bronchitis, given a breathing treatment, and prescribed an antibiotic.   

Prior History: In June 2013 the mother locked her 15-year-old son out of the home because of violent 

and criminal behavior and fear for the safety of her 5 and 8-year-old children. During the investigation 

the mother consented to the teen returning home with community services in place and an investigation 

of lock out was unfounded. In September 2013 the mother locked the teen out again when his actions 

placed her younger children in danger; he was not participating in services; and she was at risk of losing 

her housing because of his behavior. The teen was placed in the Departmentôs custody on a dependency 

petition and the mother was unfounded for lock out.  

 

 

Child No. 57 DOB 11/13 DOD 12/13         Accident 

  Age at death: 5 weeks 

 Substance exposed:  No 

Cause of death: Asphyxia due to overlay due to co-sleeping 

Reason For Review: Unfounded child protection investigation within a year of childôs death 

Action Taken: Investigatory review of records 

Narrative: Five-week-old infant was found unresponsive around 3:00 a.m. by her 26-year-old 

mother. The infant was last seen alive around 10:30 p.m. when she was fed. The baby had been put to 

sleep on her back on her motherôs stomach in bed with the mother and father. The mother awoke to find 

the baby on the bed face down lying in vomit. There was no crib or heat in the home (the family had 

moved since the prior investigation). The mother tested positive for marijuana and the 41-year-old father 

refused to take a drug test. The infant had not been taken to the doctor since her birth. The parents were 

indicated for death by neglect and inadequate shelter to the infant and for substantial risk of physical 

injury and inadequate shelter to the motherôs two surviving children who were placed in the temporary 

custody of the Department. The mother engaged successfully in services and her children were returned 

to her care in November 2014. The court case remains open and a caseworker is monitoring the family.  

Prior History: In May 2013 paternal relatives of the infantôs 2-1/2 year-old and 4-year-old half-siblings 

called the hotline alleging substantial risk of physical injury to the 4-year-old child who had been staying 

with the relatives for a couple of weeks, but whose mother wanted him to come home. An investigator 

spoke with a paternal aunt, the mother, and her paramour (the unborn infantôs father), and observed the 

children who appeared to be in good health. The investigation was unfounded.  

 

 

Child No. 58 DOB 1/11 DOD 2/14         Accident 

  Age at death: 3 years 

 Substance exposed:  No 

Cause of death: Carbon monoxide toxicity due to inhalation of products of combustion  

due to a house fire 

Reason For Review: Unfounded child protection investigation within a year of childôs death 

Action Taken: Investigatory review of records  

Narrative: Three-year-old child was found unresponsive in a bedroom in his familyôs home around 

8:00 p.m. by fire department personnel who responded to a fire in the residence. The child was taken by 

emergency personnel to the hospital where emergency room staff were unable to revive him. A 14-year-

old sibling was babysitting the child while their mother was at a hair appointment. Fire and police 

investigation revealed that there were no smoke detectors in the home. A lighter was found on a mattress 

and investigators could not rule out a child playing with the lighter as the cause of the fire.  
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Prior History: In November 2013 a friend/neighbor called the hotline to report that the mother had a 

drinking problem and sold her LINK card to buy alcohol leaving little to no food in the home. She also 

alleged that the mother allowed her 14-year-old son to smoke marijuana in the home. A report was taken 

for investigation of substantial risk of physical injury by neglect. The mother denied the allegations and 

showed the investigator food in the home. The 14-year-old boy admitted to smoking marijuana 

occasionally, but did not believe his mother knew. He denied smoking in the home. The report was 

unfounded and the investigator mailed the mother a list of community resources, including substance 

abuse services that could benefit her son.  

 

 

Child No. 59 DOB 11/13 DOD 2/14         Accident 

  Age at death: 3 months 

 Substance exposed:  No 

Cause of death: Asphyxia due to co-sleeping with an adult on a couch 

Reason For Review: Unfounded child protection investigation within a year of childôs death 

Action Taken: Investigatory review of records  
Narrative: Three-month-old girl was found unresponsive by her 31-year-old mother around 1:30 

p.m. The mother went to sleep with the infant on a couch around 4:00 a.m. after a night of drinking and 

playing cards. The mother had a bassinette upstairs in her residence, but reported that she, the infant, and 

her 4-year-old daughter regularly slept on the sectional couch downstairs because of shots fired in the 

neighborhood that had entered the upstairs of her home. DCFS investigated and the mother was 

indicated for death by neglect because she admitted to drinking alcohol prior to sleeping with the baby 

and when the police responded she had a blood alcohol content of .035. The mother was referred to 

community services and engaged in substance abuse treatment and grief counseling.  

Prior History: In December 2012, the motherôs 5-month-old son died while sleeping in bed with his 

26-year-old father and his fatherôs 27-year-old girlfriend. The babyôs cause of death was asphyxia due to 

prone position and co-sleeping with adults. The father was caring for the baby boy while the mother was 

at the hospital with her daughter who was having outpatient surgery. DCFS investigated and unfounded 

the father and his girlfriend.  

 

 

Child No. 60 DOB 10/10 DOD 3/14         Accident 

  Age at death: 3 years 

 Substance exposed:  No 

Cause of death: Thermal injuries due to apartment fire 

Reason For Review: Unfounded child protection investigation within a year of childôs death 

Action Taken: Investigatory review of records 

Narrative: Three-year-old child died in an apartment fire. The child and her twin were in their 

bedroom playing when the child set a mattress on fire with a lighter. The twin alerted her 39-year-old 

mother to the fire and the mother ran into the bedroom and tried to push the mattress out of the window, 

but opening the window caused the flames to spread. The mattress had been propped up near the 

window because it had bed bugs. The mother, the twin, the motherôs 18-year-old daughter, and 8-month-

old grandson made it out of the residence, but the mother could not find the child, who was later found 

by firefighters on the floor near the window in the room where the fire originated. The motherôs 12-year-

old daughter was at school at the time of the fire. There was a smoke detector in the hallway of the 

apartment building, but it was not working. DCFS investigated the childôs death. The mother was 

indicated for death by neglect. She reported that she had repeatedly admonished the child not to play 

with lighters. However, she left the child unattended in a room with access to a lighter. She also was 

indicated for substantial risk of physical injury to the surviving twin. The children were removed from 

the motherôs custody; they are placed in a foster home together and have a goal of return home.   
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Prior History:  In April 2013 an anonymous reporter called the hotline to report that she had found the 

2-year-old twin girls outside unattended around 5:00 p.m. A report was taken for investigation of 

inadequate supervision. The mother was unaware that the children were outside because everyone in the 

home had been napping. The mother agreed to install safety chains in the residence to which they were 

soon moving. The mother was indicated for inadequate supervision and was referred to community 

services. In December 2013, the non-custodial father of the twins called the hotline alleging the children 

were inadequately fed and supervised. The investigator observed food in the home and talked to 17 and 

19-year-old siblings who reported caring for their younger siblings when their mother was not home. 

The father admitted to making up the allegations because he was mad that he wasnôt getting enough 

visitation with his children. The report was unfounded.  

 

 

Child No. 61 DOB 2/14 DOD 3/14         Accident 

  Age at death: 4 weeks 

 Substance exposed:  No 

Cause of death: Sudden Unexplained Death in Infancy while co-sleeping 

Reason For Review: Unfounded child protection investigation within a year of childôs death 

Action Taken: Investigatory review of records  

Narrative: Twenty-eight-day-old baby was found face up, unresponsive at 8:00 a.m. in her 31-year-

old parentsô bed. The baby had been sleeping in her bassinette until she awoke at 3:00 a.m. to feed. After 

the 31-year-old father fed the infant, he handed her to the mother who placed the baby face up in the bed 

between herself and her 6-year-old daughter, who was visiting overnight. The babyôs father was also in 

the bed. The mother reported that while she normally placed the baby to sleep in her bassinet, she was 

tired that night so she placed the baby next to her. The forensic pathologist who conducted the babyôs 

autopsy noted ñasphyxia due to the soft bedding of an adult bed, or asphyxia due to overlay cannot be 

completely ruled out.ò Both parents were indicated for death by neglect because they slept with the baby 

after receiving a handout from the babyôs pediatrician about safe sleep practices. The baby was the 

motherôs second child to die. A 6-month-old son died in 2003 from myocarditis, a natural death.  

Prior History: The mother has a history with DCFS dating to June 2011. In July 2011 her 3-1/2-year-

old daughter and 6-year-old son entered foster care because of drug use by her and the childrenôs father. 

The children were returned to their fatherôs care and the case was closed in March 2012. In June 2013 

the mother and the fatherôs girlfriend got into a verbal altercation during a transfer of the children for 

visitation. DCFS investigated and unfounded the mother for substantial risk of physical injury by 

neglect.  

 

 

 

Child No. 62 DOB 8/10 DOD 4/14         Accident 

  Age at death: 3-1/2 years 

 Substance exposed:  No 

Cause of death: Smoke inhalation and thermal burns 

Reason For Review: Open intact family services case at time of childôs death 

Action Taken: Investigatory review of records 
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Narrative: Three-year-old girl died from smoke inhalation and thermal burns sustained in a fire in 

her familyôs home at approximately 12:00 a.m. A boarder in the home was able to rescue the girlôs twin 

sister from the first floor living room where the twins slept. The girl could not be located because of the 

intense smoke and fire emanating from the room. The girlôs 32-year-old mother, whom the boarder 

reported was intoxicated, escaped through a second floor window. The 34-year-old father was not home, 

the girlôs 13-year-old sister was out of town visiting her grandmother, and her older brother lived with 

his maternal grandparents. At the time of the fire the home had been without electricity for two weeks. 

The boarder reported that the parents were using the stove to heat the home and a lit candle was in use 

on the first floor. A fire department investigation was unable to determine the origin of the fire. The 

mother was indicated for death by neglect and substantial risk of physical injury to the surviving 

children. They are in relative foster care.  

Prior History:  In July 2012 an intact family services case was opened after the mother and her 

husband were indicated for substance misuse and inadequate supervision to the motherôs 12-year-old son 

and his 12-year-old friend because they allowed them to consume alcohol and joined the youths in using 

crack cocaine. While the intact family services case was open, four additional hotline calls were 

accepted for investigation. In August 2013 the parents were investigated for burns to their 3-year-old 

daughter. The case was unfounded after the investigation determined that the child suffered from an 

infection and was receiving medical care. In September 2013 the mother was investigated for inadequate 

supervision. She was indicated after an investigation revealed that her 3-year-old daughter was left 

unattended in the familyôs backyard and was found wandering three blocks away. In January 2014 the 

parents were investigated for allegations of inadequate food and substance misuse. The investigation 

determined that there was adequate food and the 13-year-old child denied that her parents had provided 

her with alcohol. The familyôs caseworker saw the family in the month before the girlôs death. The 

parents had not been participating in services and three days before the fire the caseworker had 

completed the paperwork to request a petition for a temporary custody hearing.  

 

 

Child No. 63 DOB 11/13 DOD 5/14         Accident 

  Age at death: 5-1/2 months 

 Substance exposed:  No 

Cause of death: Overlaying due to co-sleeping in an adult bed 

Reason For Review: Open intact family services case at time of childôs death 

Action Taken: Investigatory review of records  

Narrative: Five-month-old baby was found unresponsive by his 26-year-old mother who reported 

that the grandmother, who was spending the night, had brought the infant to her in bed with a bottle at 

5:30 a.m. She fed the baby and fell back to sleep. When she awoke, she found her son cold and hard. 

Law enforcement and DCFS investigated the death. Investigation revealed that the motherôs husband, 

the infantôs 32-year-old father, was in the home despite a no contact order due to a prior domestic 

violence incident; the husband was in the twin bed with the mother and infant; and the mother and 

husband had engaged in drug use. The mother was indicated for death by neglect to the infant and 

substantial risk of physical injury to her 2-year-old son. The husband was indicated for substantial risk 

of physical injury to the deceased and his 2-year-old step-son. The boy was initially placed in a safety 

plan with his father, but then was removed and placed in a traditional foster home. The familyôs 

caseworker had provided the mother with cribs for both children.  

Prior History:  The hotline was called in October 2013 when the mother was eight months pregnant 

with the deceased. Her husband beat her nearly unconscious. He was arrested and mother cooperated 

with criminal proceedings. The husband pleaded guilty to aggravated domestic battery and was in jail 

until January 2014. He also was indicated for substantial risk of physical injury by neglect to his step-

son. An intact family services case was opened. The mother and her child moved in with the grandfather 

until she secured her own housing. The mother lied to her worker about her contact with her husband.   
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Child No. 64 DOB 4/11 DOD 6/14         Accident 

  Age at death: 3 years 

 Substance exposed:  No 

Cause of death: Drowning 

Reason For Review: Child was a ward 

Action Taken: Investigatory review of records 

Narrative: Three-year-old ward was found floating face down in a swimming pool in his foster 

familyôs backyard. He was placed on life support and died twelve days later. The boy and his foster 

motherôs adopted children, ages 8 and 9, were playing in the front yard where she left them to use the 

bathroom in the house. When she got out of the bathroom she talked to her husband, who had just gotten 

home from work, for a few minutes and then realized she didnôt hear the boy. She and the family looked 

for him and her 8-year-old daughter found him in the 4 foot pool that had been put up since a workerôs 

visit five days earlier. A ladder to the pool had been left in place. The 37-year-old foster father pulled the 

child out of the pool and the coupleôs 17-year-old foster daughter, who was being trained as a CNA, 

performed CPR on the boy until an ambulance arrived. The foster mother was indicated for death by 

neglect to the boy and inadequate supervision of the boy and her two young children. She has appealed 

the findings. The foster mother had been licensed for over six years and had adopted three children 

through DCFS.  

Prior History: The boy was placed in the foster home in January 2012. He had been removed from his 

19-year-old parentsô care in November 2011 following a police raid at the home where the family was 

living. A machine gun was found on the floor of a room where the boy was crawling. Drugs and 

ammunition were also discovered. The father was arrested and the mother was uncooperative. Both 

parents were indicated for substantial risk of physical injury by abuse. The child had a permanency goal 

of substitute care pending court determination on termination of parental rights. His foster parents 

wanted to adopt him.   

 

 

Child No. 65 DOB 11/97 DOD 6/14         Accident 

  Age at death: 16 

 Substance exposed:  No 

Cause of death: Drowning 

Reason For Review: Child was a ward 

Action Taken: Investigatory review of records 

Narrative: Sixteen-year-old ward left his group home without permission and went to the local 

beach with friends. He dove into deep water in a rock-lined area of the beach and did not resurface. Two 

friends dove into the water and pulled the teen out. They called 911 and conducted CPR. Emergency 

personnel responded but were unable to revive the teen who was pronounced dead upon arrival at the 

hospital. The teenôs caseworker had seen him the day before to give him a bus card to visit his sister that 

day at her fatherôs home.  
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Prior History:  The ward entered the custody of DCFS in April 2014 after being abandoned by his 

mother, who moved out of their apartment without telling him where she was relocating. The pair had a 

history of altercations with each other dating to at least August 2013 in which the police and DCFS were 

called. The mother was indicated for cuts, bruises, welts and human bites to the teen and substantial risk 

of physical injury to her 10-year-old daughter. The integrated assessment completed a month before the 

teenôs death noted a poor prognosis for the mother who did not make herself available for the assessment 

and could not be located by caseworkers. The mother had stated that she did not want male children and 

did not want to raise the deceased. In June 2014 the mother was charged with abandonment and the 

boyôs 10-year-old sister went to live with her father. At the time of case closing in August 2014, the girl 

lived with her father and visited weekly with her mother.  

 

 

NATURAL  
 

 

Child No. 66 DOB 10/12 DOD 8/13            Natural  

Age at death: 10 months 

 Substance exposed:  Yes, cocaine 

Cause of death: Myocarditis 

Reason For Review: Child was a ward  

Action Taken: Investigatory review of records 

Narrative:  Ten-month-old baby died in the NICU after being admitted to the hospital. The babyôs 

foster parents had taken her to the emergency room the day before because of a possible ear infection. 

She was treated and sent home. They returned to the emergency room the next day because the baby was 

having trouble breathing. At autopsy the baby was found to have Myocarditis: inflammation of the heart 

muscle, usually caused by a virus. Symptoms of Myocarditis may be subtle, making diagnosis difficult 

and it can lead to sudden death. The foster parents wanted to adopt the baby.  

Prior History: The infant was her motherôs fifth child and the third to be born substance-exposed. She 

was taken into custody right after her birth. Three siblings had already been adopted and the mother 

surrendered her parental rights to the fourth sibling. The Stateôs Attorney had filed a petition for 

expedited termination of the motherôs parental rights to the baby because she was her motherôs third 

substance-exposed infant. Her foster parents wanted to adopt her.  

 

 

Child No. 67 DOB 9/98 DOD 8/13            Natural  

Age at death: 14-1/2 years 

 Substance exposed:  No 

Cause of death: Bronchial asthma 

Reason For Review: Pending child protection investigation; closed preventive service case 

Action Taken: Full investigation pending  
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Narrative: Almost fifteen-year-old boy was taken to the hospital by ambulance and became 

unresponsive in the emergency room where he died. Earlier that day the teen had been having trouble 

breathing and gave himself a nebulizer treatment. According to his 40-year-old mother, he did not finish 

the treatment, saying he felt better. He left to go play basketball with a friend, but the friendôs mother 

called the teenôs mother ten minutes later to let her know that he could not breathe. The mother was 

indicated for death by neglect to the teen because of a documented history of not following through with 

aftercare treatment for her sonôs asthma, including being indicated on two prior occasions when she was 

unavailable to pick up her son after he was hospitalized from asthma attacks. She also was indicated for 

medical neglect of one of the teenôs siblings and for substantial risk of physical injury by neglect to all 

four surviving siblings. The mother was offered intact family services, but she refused them. DCFS took 

protective custody of the children and the court awarded the Department temporary custody. The OIG is 

conducting a full investigation of this childôs death.  

Prior History: The family has a history with DCFS dating to 2006 when the Department indicated the 

mother for burns by neglect to her 4-year-old child.  Eight child protection investigations occurred 

between May 2012 and August 2013, with seven of them being indicated against the mother for neglect 

allegations. The mother consistently refused to participate in intact family services, but voluntarily made 

arrangements for her children to stay with family members for extended periods of time.   

 

Child No. 68 DOB 12/06 DOD 8/13            Natural  

Age at death: 6-1/2 years 

 Substance exposed:  No 

Cause of death: Complications of cerebral palsy 

Reason For Review: Open intact family services case at time of childôs death 

Action Taken: Investigatory review of records  

Narrative: Six-and-a-half-year-old medically complex girl died in the hospital after being taken there 

by ambulance with symptoms of diarrhea, vomiting, and a high fever. DCFS conducted an investigation 

for death by neglect and substantial risk of physical injury to the girlôs twin sister. Medical personnel 

reported that the mother had been attending appointments for the girl who appeared well-cared for at 

death despite her being ill. The investigator verified that the girl and her twin, who was also medically 

complex, were last seen at the doctor two weeks before the girlôs death and that both had gained weight. 

The investigation was unfounded.   

Prior History: In May 2013 one of the sistersô medical providers called the hotline to report that the 

sisters were underweight and had missed several doctor appointments. The 32-year-old mother reported 

having transportation issues, though she had been offered transportation assistance. The mother was 

indicated for medical neglect and the investigator referred the family for intact family services which the 

mother was participating in at the time of the girlôs death.  

 

 

Child No. 69  

                  70 

DOB 8/13 DOD 8/13            Natural  

Age at death: 16 days 

 Substance exposed:  No 

Cause of death: Complications from surgery to separate conjoined twins 

Reason For Review: Open placement case (siblings in foster care) 

Action Taken: Investigatory review of records 

Narrative: Sixteen-day-old conjoined twins, born at 33 weeks gestation, died due to complications 

from surgery to separate them. The twins were very sick and the only hope for one to survive was to 

attempt separation. The parents were unfounded for substantial risk of physical injury by neglect 

because the twins had never left the hospital.  
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Prior History: The 26-year-old mother and 31-year-old father had their four children removed from 

their custody in November 2010 because of neglect. The children, who are placed together, have 

permanency goals of substitute care pending court determination on termination of parental rights. Their 

foster parents would like to adopt them. A fifth child entered foster care after his birth in November 

2012 because of the parentsô failure to make progress in services. This child is placed in a separate foster 

home; he also has a goal of substitute care pending court determination on termination of parental rights.  

 

 

Child No. 71 DOB 1/08 DOD 9/13            Natural  

Age at death: 5-1/2 years 

 Substance exposed:  No, however, mother has a history of substance abuse 

Cause of death: Bronchial asthma 

Reason For Review: Child was a ward within a year of childôs death 

Action Taken: Investigatory review of records 

Narrative:  Five-and-a-half-year-old boy died in the emergency room while being treated for an 

asthma attack. His adoptive mother reported he had been playing normally prior to the attack, which she 

attempted to treat with nebulizer treatments before taking him to the emergency room.  

Prior History:  The boy entered foster care on a dependency petition when he was 6 months old. He 

had only one placement while in foster care and his foster mother adopted him in February 2013, seven 

months before his death. She was attentive to the boyôs medical, developmental, and educational needs. 

 

 

Child No. 72 DOB 6/12 DOD 9/13            Natural  

Age at death: 15 months 

 Substance exposed:  Yes, morphine 

Cause of death: Acute asthmatic reaction and acute bronchopneumonia due to chronic  

reactive airway disease 

Reason For Review: Pending child protection investigations at time of childôs death; child returned 

home within a year of childôs death 

Action Taken: Investigatory review of records 

Narrative: Fifteen-month-old toddler was found unresponsive around 9:45 a.m. by his 37-year-old 

father, who called 911. The toddler was last seen alive at 6:00 a.m. when his father administered a 

breathing treatment to him, which he did every four hours. The father was indicated for death by neglect 

and for medical neglect to the toddler because he had not been giving him a recently prescribed 

preventive medication on a daily basis as prescribed and because he had missed a follow-up appointment 

to have the childôs lungs re-checked. He was also indicated for substantial risk of physical injury by 

neglect to the toddlerôs 3-year-old brother. The brother was placed in relative foster care with a maternal 

aunt. In September 2014 both parents signed specific consents to allow the aunt to adopt him.    
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Prior History:  The toddler was in foster care following his substance-exposed birth until he was 7 

months old when his father was awarded custody and guardianship by the court. The father was already 

caring for his older brother because of the motherôs substance abuse. In August 2014, an anonymous 

individual called the hotline and an investigation was opened for allegations of inadequate food and 

environmental neglect. While that investigation was pending, a second call was made to the hotline, 

twelve days before the toddlerôs death, with concerns about drug use by the father. The father showed 

the investigator the prescription medication he was taking and admitted to using marijuana two weeks 

earlier. The investigator called the local police who denied any contact with the father or his home; and 

spoke to the fatherôs former caseworker and a community professional working with the father, who 

described the children as well-cared for by their father. Fifteen days before the toddlerôs death, the 

investigator spoke with the childôs primary care physician who reported the father had brought the child 

in for a visit two weeks earlier because of concerns about his breathing. At that visit the toddler was 

diagnosed with bronchialitis, but was not yet diagnosed with asthma. He was prescribed albuterol, a 

nebulizer, and Singulair to be taken every day. The doctor reported that the father seemed concerned 

about the boys and that the child was due for a one year checkup, but did not tell the investigator that the 

father had not returned to have the childôs lungs rechecked one to two days after his last appointment as 

recommended. Both investigations were unfounded after the childôs death.  

 

 

Child No. 73 DOB 1/11 DOD 10/13            Natural  

Age at death: 2-1/2 years 

 Substance exposed:  No 

Cause of death: Endocardial fibroelastosis (congenital heart defect) 

Reason For Review: Pending child protection investigation at time of childôs death; indicated child 

protection investigation within  a year of childôs death 

Action Taken: Investigatory review of records  

Narrative: Two-and-a-half-year-old child was found unresponsive by his 32-year-old mother. The 

two had laid down for a nap together and when the mother awoke she found her son unresponsive and 

called 911. The child died from a heart condition associated with heart arrhythmia, endocardial 

fibroelastosis, which has very few visible symptoms except perhaps wheezing or coughing, which could 

have been attributed to the childôs diagnosed asthma.   

Prior History: The familyôs first contact with DCFS was in February 2013 when the mother was 

indicated for environmental neglect to the child and his two half siblings, ages 7 and 12. The home the 

mother and children were living in was in very poor condition. The mother agreed to have the children 

stay with their fathers until she moved. Seven months later, the mother called the hotline to report that 

the child had bruises on his back when she picked him up from his 30-year-old fatherôs home for a visit. 

A child protection investigator who responded the next morning saw no bruises on the child. The father, 

when interviewed, said the boy had a mark on his back earlier from falling backward into bleacher-style 

seating at a dolphin show while in Florida. The couple was engaged in a custody dispute. The 

investigator spoke with both parents and the childôs pediatrician who checked the child for injuries and 

found none. The investigation for cuts, bruises, welts by abuse by the father was eventually unfounded.  

 

 

Child No. 74 DOB 10/13 DOD 10/13            Natural  

Age at death: 0 

 Substance exposed:  Yes, mother tested positive for cocaine and opiates 

Cause of death: Placenta abruption 

Reason For Review: Open placement case (siblings in foster care)  

Action Taken: Investigatory review of records 
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Narrative: Baby girl born at 23 weeks gestation died a few minutes after birth. Her 29-year-old 

mother gave birth to her at home. A child protection death investigation was unfounded against the 

mother for death by neglect and indicated for substance misuse by neglect.   

Prior History:  The familyôs first involvement with DCFS was in March 2006 when the mother was 

indicated for inadequate supervision of one of her children. In June 2010 the mother was indicated for 

environmental neglect of three of her children, and she was required to clean up her home. A series of 

unfounded investigations followed and in May 2011 DCFS opened an intact family services case. In 

November 2011 the motherôs four children, ages 10 months, 3, 8, and 10 years, entered foster care 

because of substance abuse and accompanying neglect. The parentsô rights were terminated in January 

2014 and the children have goals of adoption with their current foster parents.  

 

 

Child No. 75 DOB 5/13 DOD 10/13            Natural  

Age at death: 5 months 

 Substance exposed:  No 

Cause of death: Sudden Infant Death Syndrome 

Reason For Review: Open intact family case at time of childôs death 

Action Taken: Investigatory review of records 

Narrative: Five-month-old twin infant born prematurely at 31 weeks gestation was discovered in her 

car seat blue and unresponsive by her 17-year-old father.  The 22-year-old mother called 911 while the 

father attempted CPR; she was pronounced deceased at the hospital. The mother reported that the infant 

had slept in her car seat the night before because she had a cold and it allowed her to sleep upright. The 

father fed the infants around 6:00 a.m. and they went back to sleep. They awoke again around 8:00 a.m. 

and the mother fed the one twin and when she went to feed the infant, she had fallen back asleep, so she 

didnôt disturb her. Around 10:00 a.m. the father went to check on the infant and discovered her 

unresponsive. In addition to the surviving twin, the mother has two children, who were 2-1/2 and 4-1/2 

years at the time of the infantôs death.  

Prior History: An intact family services case was opened in January 2013 following four child 

protection investigations conducted within one year, one of which was indicated for substantial risk of 

physical injury by neglect because of domestic violence between the mother and her boyfriend, the 

unborn infantsô father. Three more investigations took place in 2013 before the infantôs death, all of 

which were unfounded. Intact family services remained involved because of concern about domestic 

violence and the motherôs mental health. The worker had seen the family three days before the infantôs 

death and had spoken with the twinsô physician four days earlier. The babies had been seen by their 

doctor eleven days before the infantôs death and the infant was diagnosed with an ear infection.   

 

 

Child No. 76 DOB 10/13 DOD 11/13            Natural  

Age at death: 3 weeks 

 Substance exposed:  Yes, cocaine and opiates 

Cause of death: Prematurity 

Reason For Review: Open placement case (siblings in foster care) 

Action Taken: Investigatory review of records 

Narrative: Three-week-old infant born substance-exposed at 24 weeks gestation died while still 

hospitalized after birth. The infant was his 40-year-old motherôs seventh child, the third to be born 

substance-exposed and the second to die before being discharged from the hospital. The mother was 

indicated for substance misuse and substantial risk of physical injury by neglect.  
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Prior History: The mother has a history with DCFS dating to when she was 14 years old and gave birth 

to her first child. Over the years, each of her children entered foster care or were placed in the care of 

relatives. The mother did not engage in services. Two children have been adopted; one is in subsidized 

guardianship; and two are in private living arrangements with relatives.   

 

 

Child No. 77 DOB 3/94 DOD 11/13            Natural  

Age at death: 19 years 

 Substance exposed:  No 

Cause of death: Lymphocytic myocarditis 

Reason For Review: Deceased was a ward 

Action Taken: Investigatory review of records 

Narrative:  Nineteen-year-old ward collapsed while visiting his 16-year-old niece in Texas. At 

autopsy he was diagnosed with Lymphocytic myocarditis. The autopsy report noted that the most 

common cause of Lymphocytic myocarditis is viral infection, though the underlying cause of the teenôs 

was unknown.   

Prior History: The teen, who had a history of trauma and aggressive behavior, became a ward in 2011 

when he was 17. His mother locked him out of the home because of concern that he would be killed if he 

returned to the neighborhood. She failed to make an alternative care plan for him, and she was indicated 

for lock out. At the time of his trip to Texas, the teen was living with his father in another part of Illinois.   

 

 

Child No. 78 DOB 11/07 DOD 12/13            Natural  

Age at death: 6 years 

 Substance exposed:  No 

Cause of death: Cardiorespiratory failure due to probable sepsis due to  

upper respiratory infection 

Reason For Review: Unfounded child protection investigation within a year of childôs death 

Action Taken: Investigatory review of records 

Narrative:  Six-year-old boy was discovered not breathing by his 48-year-old mother. About an hour 

earlier, the mother had administered a nebulizer treatment to the boy because his breathing was labored. 

The child suffered from a seizure disorder and Rett syndrome, a rare, genetic, neurodevelopmental 

disorder.  

Prior History:  In February 2012 and November 2012 the Department investigated the mother for 

medical neglect. Both investigations were unfounded. In September 2013, an anonymous caller to the 

hotline alleged that the mother provides her 14-year-old son with marijuana and leaves her 6-year-old 

son in the car while she gets drunk and high. A report was taken for investigation of substance misuse by 

abuse and inadequate supervision. The mother and her teenage son denied the allegations. The 

investigator talked to the boyôs teacher, a neighbor, the maternal grandmother, a family friend, the teenôs 

father, and the boyôs doctorôs office and none of them were concerned that the mother was providing 

drugs to her son or using drugs or alcohol or neglecting her children. The investigation was unfounded 

six days before the boyôs death.  

 

Child No. 79 DOB 12/13 DOD 12/13            Natural  

Age at death: 16 days  

 Substance exposed:  No 

Cause of death: Pulmonary atresia due to Triploidy 69 

Reason For Review: Open placement case (siblings in foster care) 

Action Taken: Investigatory review of records 
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Narrative:  Sixteen-day-old infant born at 32 weeks gestation died in the hospital where she had 

remained since birth.  The infant was born with an extremely rare chromosomal disorder in which she 

had an entire extra set of chromosomes, making 69 in all instead of the usual 46. The condition is fatal in 

infancy; it normally results in miscarriage.  

Prior History:  The infantôs 27-year-old mother had four children removed from her custody in May 

2012 when the children and their two young cousins were discovered in an environmentally unsafe 

home without adult supervision. The children are in foster care and their prognosis for reunification is 

guarded.  

 

 

Child No. 80 DOB 8/13 DOD 1/14            Natural  

Age at death: 4-1/2 months 

 Substance exposed:  Yes, alcohol, PCP, opiates 

Cause of death: Multiple congenital anomalies, congenital heart disease 

Reason For Review: Child was a ward 

Action Taken: Investigatory review of records  

Narrative: Four-and-a-half-month-old medically complex infant, who was born at 37 weeks gestation 

with fetal alcohol syndrome, died in the hospital where he had received around the clock medical care 

since his birth. The ward was scheduled to have heart surgery, but contracted the flu in mid-December 

and was never strong enough for surgery before he died.  

Prior History: The infantôs 23-year-old mother drank throughout her pregnancy and showed little 

interest in the infant after his birth. The mother was indicated for substance misuse by neglect to the 

infant and substantial risk of physical injury by neglect to the infant and her two older children, ages 4 

and 5-1/2. All three children entered the care of the Department. The mother had a fourth child in 

August 2014 that was taken into custody. All three surviving children are in the same foster home. The 

mother and the 23-year-old father of the infant are participating in services toward return home of the 

children.  

 

 

Child No. 81 DOB 4/04 DOD 2/14            Natural  

Age at death: 9-1/2 years 

 Substance exposed:  No 

Cause of death: Cardiorespiratory arrest due to seizure disorder/cerebral palsy 

Reason For Review: Child was a ward 

Action Taken: Investigatory review of records 

Narrative: Nine-year-old medically complex ward was found unresponsive in the afternoon by her 

siblingsô foster motherôs adult daughter, who was caring for the girl and her siblings (the foster families 

are related). The girl had had a seizure that morning before the foster mother left for church, but she 

appeared fine afterward. The girl had lived with her foster parents for 2-1/2 years. Her biological parents 

had signed specific consents for the foster parents to adopt the girl and they were working toward the 

adoption.   

Prior History:  An intact family services case was opened in October 2008 following an indicated 

report of failure to thrive to the girl; she entered foster care in March 2009 when she failed to improve 

while in her parentsô care. The girlôs four siblings entered foster care in September 2010 because of 

neglect and the parentsô failure to participate in services. One of the siblings has a goal of independence 

and the others have goals of guardianship.   
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Child No. 82 DOB 11/11 DOD 2/14            Natural  

Age at death: 2 years 

 Substance exposed:  No 

Cause of death: Neuroblastoma 

Reason For Review: Child was a ward 

Action Taken: Investigatory review of records 

Narrative: Three-year-old girl diagnosed at 10 months of age with neuroblastoma (a cancer that 

develops from immature nerve cells) died at home two days after leaving the hospital to be at home 

among family when she died.  

Prior History:  In June 2013 the Department was awarded temporary custody of the little girl after her 

19-year-old parents refused to consent to surgery to remove a tumor and to administer medications 

prescribed by her physician citing religious beliefs. The child was placed with her maternal grandparents 

and her parents were allowed liberal visitation. In September the child was returned to her parentsô care, 

but remained in the temporary custody of the Department.   

 

 

Child No. 83 DOB 10/13 DOD 2/14            Natural  

Age at death: 3-1/2 months 

 Substance exposed:  No 

Cause of death: Congenital heart disease 

Reason For Review: Child was a ward 

Action Taken: Investigatory review of records 

Narrative:  Three-and-a-half-month-old medically complex infant was found unresponsive around 

8:00 a.m. by his 31-year-old foster mother who had cared for him for two months. The infant had a 

congenital heart defect and organic failure to thrive and a history of hospitalizations and heart surgeries. 

The infant was gaining weight in his foster motherôs care and she was keeping all of his medical 

appointments.  

Prior History: The infant was his 23-year-old motherôs fourth child to enter DCFS care. Her first child 

entered foster care when the mother was 19 years old and the child was 2 months old. The mother, who 

had a history of abuse and neglect and DCFS involvement as a child, believed her children were better 

off raised by others; her second child is being raised by his father and her third child was in foster care 

until he was adopted by the foster parent who adopted her first child.  

 

 

Child No. 84 DOB 06/96 DOD 04/14            Natural  

Age at death: 17 years 

 Substance exposed:  No 

Cause of death: Liver transplant with rejection and an underlying cause of biliary atresia 

Reason For Review: Pending child protection investigation at time of childôs death 

Action Taken: Investigatory review of records 

Narrative:  Seventeen-year-old boy died at a hospital in a neighboring state because of complications 

of a liver transplant rejection. The teen had been in the hospital for four weeks before his death. He had 

had two prior transplants and was not a candidate for another because of non-compliance with 

medication.   



 

CHILD DEATH REPORT 85 

Prior History:  The teenôs first contact with the Department was in August 2011 when the teenôs father 

was unfounded for substantial risk of physical injury to his girlfriendôs 10-year-old son after the 10-year-

old, the teen, and the teenôs 12-year-old sibling denied any abuse. In April 2012 the 37-year-old father 

was indicated for cuts, bruises, welts to the teen following an incident in which the father became angry 

and threw a jar of mayonnaise that hit the teen in the chest. The father said he was aiming at the wall, not 

his son and was remorseful. The teen said his father had never hit or thrown anything at him before. The 

family was offered intact family services but they refused them. The father was indicated again in 

September 2012 after he called the hotline himself stating that he and his children were homeless after 

he left his three teenage children home alone for a couple of weeks while he went to look for work. He 

reported that the teen ran up all the utility bills, refused to take his medication and now was in the 

hospital. They had moved in with friends, but could not stay there any longer. The investigator spoke 

with the hospital social worker and the physician who reported knowing the family for several years as 

the deceased was born with liver dysfunction and a heart valve problem. They stated the father tried hard 

but the teenôs complicated medical problems and his refusal to comply with his own treatment had been 

hard for the father to handle. The father was reluctant to ask the paternal grandparents for help but the 

investigator assisted and the children went to live with them. The investigator referred the grandparents 

to the extended family support program. The father was indicated for inadequate supervision. At the 

time of the teenôs death, there was a pending investigation that listed the teen as the alleged perpetrator. 

A social worker had reported that the 17-year-old reportedly hit his 33-year-old step-mother while she 

was holding his 3-month-old half-brother. The step-mother, the teen, and the teen-age siblings reported 

that there had been an altercation, but the baby was not in the home at the time. The investigator had 

recommended that the investigation be unfounded and it was awaiting approval at the time of the teenôs 

death.  

 

 

Child No. 85 DOB 2/14 DOD 4/14            Natural  

Age at death: 6 weeks 

 Substance exposed:  No, however, mother has a history of cocaine abuse 

Cause of death: Extreme prematurity and chronic lung disease  

Reason For Review: Open placement (siblings in foster care) 

Action Taken: Investigatory review of records 

Narrative: Six-week-old twin baby girl born prematurely at 23 weeks gestation died in the hospital 

where she had been treated in the neonatal intensive care unit since birth. The twinsô 23-year-old mother 

had been getting inpatient substance abuse treatment until she left the facility approximately one month 

before going into labor. After the infants were born, the mother left the hospital and did not return to 

visit them, telling the hospital social worker that she knew DCFS was going to take them away. The 

mother was indicated for death by neglect, abandonment/desertion, and substantial risk of physical 

injury by neglect to the deceased baby and abandonment/desertion and substantial risk of physical injury 

by neglect to the surviving twin. The twin baby boy entered the Departmentôs custody on a dependency 

petition. He is still hospitalized. When he is released he will be placed in the foster home of one of his 

siblings.   

Prior History: The twins were the motherôs fifth and sixth children. Two of her children were born 

substance-exposed and all four children were removed from her custody because of neglect related to 

her substance abuse. The children have goals of adoption.  
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Child No. 86 DOB 12/12 DOD 4/14            Natural  

Age at death: 16 months 

 Substance exposed:  No 

Cause of death: Complications of cerebral palsy 

Reason For Review: Unfounded child protection investigation within a year of childôs death 

Action Taken: Investigatory review of records 

Narrative: Sixteen-month-old medically complex boy was found unresponsive in the morning by his 

28-year-old mother. He was last seen alive around 5:00 a.m. when his mother fed him via his 

gastrostomy tube.  

Prior History:  In November 2013, the father of the boyôs half-siblings called the hotline to report that 

he had picked up his 3-year-old daughter and 6-year-old son from their motherôs home and his sonôs ear, 

forehead, and back of head were swollen and he was taking him to the emergency room. DCFS 

investigated the mother for substantial risk of physical injury by abuse. The investigation was unfounded 

based on the treating doctorôs opinion that the child suffered an allergic reaction to bug bites for which 

she prescribed oral and topical medication.  

 

 

Child No. 87 DOB 03/14 DOD 04/14            Natural  

Age at death: 27 days 

 Substance exposed:  No  

Cause of death: Congenital heart defects 

Reason For Review: Open Placement Case (siblings in foster care) 

Action Taken: Investigatory review of records  

Narrative:  Twenty-seven-day-old baby died in the hospital where she had remained since her 

premature birth. The baby had severe cardiac problems and would have required heart surgery had she 

survived. Her 36-year-old mother had received prenatal care throughout her high-risk pregnancy.  

Prior History:  In October 2012 a relative reported that the mother and her 27-year-old boyfriend had 

hit her 11-year-old daughter. The boyfriend admitted to spanking the child. A month later, while the 

investigation was pending, police reported that the boyfriend had been arrested for hitting the mother 

while she was holding their 3-week-old infant. The 11-year-old was visiting her father at the time of the 

incident. The mother agreed to a safety plan where the boyfriend resided outside of the home and did not 

see the baby unsupervised. The mother was referred for intact family services and obtained an order of 

protection against the boyfriend. On Christmas day the hotline received a third call; the father of the 11-

year-old reported the child had a bruise on her back from the mother hitting her. The mother admitted to 

hitting her daughter, explaining the bruise occurred when the child moved while getting spanked. While 

the investigation was pending, investigators found the mother allowed the boyfriend to live with her and 

the children and the children were taken into custody. In October 2013 the mother reported that she was 

14 weeks pregnant. With the children in foster care, the mother completed all recommended services 

including family counseling and parenting training; she did well while visiting with the children, 

progressing to unsupervised visits. The boyfriend was incarcerated and did not participate in services. 

The two children were returned to the motherôs custody in January 2014, but the Department retained 

guardianship. One day before the infantôs death, the court released guardianship of the older child to 

both the mother and father and guardianship of the younger child to the mother. The court case closed in 

October 2014.  
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Child No. 88 

                  89 

DOB 04/14       

          04/14 

DOD 04/14 

          04/14 

           Natural  

Age at death: 0; 1 day 

 Substance exposed:  Mother tested positive for cocaine 

Cause of death: Prematurity 

Reason For Review: Open Placement Case (siblings in foster care) 

Action Taken: Investigatory review of records 

Narrative: Two newborn infants died shortly after birth. Their 37-year-old mother, who was pregnant 

with triplets, gave birth to them prematurely starting at approximately 23 weeks gestation. The mother 

had been admitted to the hospital three days before the birth of the first baby, at which time she tested 

positive for cocaine. She admitted to smoking crack and snorting cocaine shortly before her water broke.  

The mother reported that she did not realize she was pregnant until about a month earlier and had no 

prenatal care. She gave birth to the first triplet who lived for about an hour. The second triplet, born 

three days later lived for a day; the third triplet, born two weeks after the first baby, has survived and is 

in foster care. A child protection investigation for death by neglect and substantial risk of physical 

injury, the motherôs ninth child protection investigation, is pending.  

Prior History:  The mother has eight living children from thirteen reported pregnancies: five children 

were taken from her custody and have been adopted; one child lives with his father; one child lives with 

a relative; and the surviving triplet is in foster care. The motherôs involvement with DCFS dates to 1994 

when she gave birth to a substance-exposed infant. An intact family services case was opened, but after 

giving birth to a second substance-exposed infant thirteen months later, the children were placed into 

care. The mother gave birth to a third substance-exposed baby in 1997. The motherôs parental rights 

were terminated to the first and third babies, and the second child lives with his father. A baby born in 

December 1998 was stillborn. The motherôs fourth living child, born in 2001, is in guardianship with a 

relative. In 2004 the mother gave birth while she was incarcerated. A relative cared for this fifth baby 

until the mother was released to a substance abuse treatment program where the baby resided with her. 

In 2007 the mother was indicated for inadequate supervision for leaving the child, then three years old, 

with an inappropriate caretaker. The child was taken into custody and later adopted. The mother has two 

other children with the 52-year-old father of the triplets. The first child, born in January 2011, tested 

positive for cocaine at birth and was taken into custody. The parents were minimally cooperative with 

services and a second child, born in February 2012, also was taken into custody. Parental rights were 

terminated on the two children a month before the birth of the triplets, and the children were adopted in 

August 2014. The parents have had no contact with the worker about the surviving triplet and the worker 

has submitted a request for expedited termination of parental rights.   

 

 

Child No. 90 DOB 04/14 DOD 05/14            Natural  

Age at death: 22 days 

 Substance exposed:   No  

Cause of death: Infection, complication of prematurity 

Reason For Review: Pending child protection investigation at time of childôs death 

Action Taken: Investigatory review of records 

Narrative: Twin infant girl born prematurely at 23 weeks gestation developed an infection while still 

hospitalized and died.  
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Prior History:  A child protection investigation, initiated after the twinsô birth, was pending for 

substantial risk of sexual injury to the twins by their parents. The 22-year-old mother is a registered sex 

offender and the 20-year-old father is a former registered sex offender, both because of incidents of 

molestation of younger relatives. The mother was indicated in November 2009. She was charged and 

convicted of two counts of indecent solicitation of an adult and sexual exploitation of a child. She went 

to prison in 2011-2012 for violations of parole by being around children. She has not completed any 

treatment. The mother also reported that she has been diagnosed with mental illness but has not taken 

her prescribed medication. She did report seeking prenatal care. The father, a former ward, was arrested 

as a juvenile at age 14 for criminal sexual assault. He was indicated in June 2007, though the 

investigation has since been expunged. The father completed programs at residential treatment centers.  

He reported that he is homeless. The surviving twin was taken into custody in July 2014 and is placed in 

a specialized foster home because of her medical needs. The parents have been visiting consistently at 

the DCFS office. An assessment to determine what services are needed is ongoing.  

 

 

Child No. 91 DOB 12/04 DOD 5/14            Natural  

Age at death: 9 years 

 Substance exposed:  No 

Cause of death: Bronchial asthma 

Reason For Review: Child was a ward 

Action Taken: Full investigation pending 

Narrative:  Nine-year-old ward died of an asthma attack in the emergency room. The boy had 

visited relatives earlier in the day and played at a local park. Upon return to his grandmotherôs home, 

where he had been moved as a foster child a month earlier, he had difficulty breathing so his 

grandmother administered two breathing treatments to him. At approximately 10:40 p.m., the child went 

to the bathroom and vomited, had shortness of breath, and collapsed. His grandmother called 911 and 

the boy was transported by ambulance to the emergency room where attempts to resuscitate him were 

unsuccessful. The boy, who had been in foster care since 2012, had a history of poorly controlled asthma 

despite following his asthma therapy and asthma monitoring by a pulmonologist and his primary care 

physician. The OIG is conducting a full investigation of this childôs death. 

Prior History:  In the second half of 2010 the mother was indicated on two reports involving the child 

and his two siblings. The first was indicated for inadequate supervision after the mother left the children 

with a neighbor and didnôt return. The second was indicated for medical neglect when the childôs school 

called the mother to pick up the child because he had had an asthma attack and his mother refused, 

causing school staff to call an ambulance. The mother refused services. In November 2011 the child 

went to school with a black/swollen eye and scratch/scabs on his cheek under the injured eye. He said 

that his mother whipped him because he had not cleaned his room well enough. The mother was arrested 

and charged with battery. She was indicated for cuts, bruises, welts and an intact family services case 

was opened. In January 2012 the childôs 4-year-old sibling was burned. The mother was indicated for 

burns by neglect and the children entered DCFS custody. At the time of his death, the child and two of 

his four siblings were residing with their grandmother.  

 

 

Child No. 92 DOB 2/05 DOD 5/14            Natural  

Age at death: 9 years 

 Substance exposed:  No 

Cause of death: Intracranial hemorrhage due to ruptured arteriovenous malformation 

Reason For Review: Split custody (sibling in foster care) 

Action Taken: Investigatory review of records  
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Narrative: Nine-year-old girl died in the hospital from a brain hemorrhage. Two days earlier she 

awoke complaining of a headache, vomited, and collapsed into unconsciousness. Her 40-year-old 

mother called 911 and she was taken to the local hospital and then transferred to another hospital by 

helicopter. Two days later she was declared brain dead and her mother donated her organs.   

Prior History: Four years earlier the girlôs 15-year-old brother entered the custody of DCFS on a 

dependency petition. He lives in a residential facility and has a goal of independence. The girl and a 

brother, three years older than her, remained in the custody of their mother.   

 

 

Child No. 93 DOB 10/12 DOD 5/14            Natural  

Age at death: 19 months 

 Substance exposed:  No 

Cause of death: Hypoplastic left heart syndrome 

Reason For Review: Closed intact family services case within a year of childôs death 

Action Taken: Investigatory review of records 

Narrative: Nineteen-month-old child died in the hospital where he was being treated for a rare 

congenital heart defect.   

Prior History:  In July 2013 the 25-year-old mother and 32-year-old father got into an argument. The 

mother left the house and the father went after her, leaving the child and his 3-year-old brother home 

alone. Police and DCFS were called. Both parents were indicated for inadequate supervision and the 

father was indicated for substantial risk of physical injury. The parents separated and the mother and 

children moved in with her mother. From July to October 2013, the Department provided intact family 

services to the family which included ensuring that the childôs medical needs were met.   

 

 

Child No. 94 DOB 8/13 DOD 5/14            Natural  

Age at death: 8-1/2 months 

 Substance exposed:  No 

Cause of death: Myocarditis 

Reason For Review: Unfounded child protection investigation within a year of childôs death 

Action Taken: Investigatory review of records  

Narrative: Eight-and-a-half-month-old baby was taken to the hospital by his 29-year-old mother 

because he seemed to be breathing heavier than normal. After assessment in the emergency room, the 

baby was transferred to another hospital where he was admitted to the pediatric intensive care unit in an 

alert, but lethargic state. The babyôs condition deteriorated rapidly and he died that night.  

Prior History: In November 2013 the mother and her boyfriend, the infantôs 30-year-old father, were 

unfounded for substantial risk of physical injury by abuse after the motherôs 6-year-old child was shot in 

the forehead with a BB gun. DCFS and police investigation showed that after the mother put her 6-year-

old son to bed, she and her boyfriend were in the living room folding laundry when they saw the curtains 

moving behind a couch. They thought it might be a raccoon, which they had seen on their back porch. 

The boyfriend went and retrieved his BB gun and fired one shot behind the couch which grazed the 6-

year-old boyôs forehead. The boy told DCFS and the police that he had snuck out of his room and hid 

behind the couch to jump up and scare his parents. The boy was not seriously injured and the mother 

sought medical treatment immediately.   
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Child No. 95 DOB 10/13 DOD 5/14            Natural  

Age at death: 7 months 

 Substance exposed:  No 

Cause of death: Trisomy 18  

Reason For Review: Open intact family services case at time of childôs death 

Action Taken: Investigatory review of records 

Narrative: Seven-month-old medically complex infant born with Trisomy 18 and multiple 

congenital anomalies passed away at home. Trisomy 18, also known as Edwards Syndrome, is a 

condition caused by an error in cell division. It has a high infant mortality rate. The infant spent the first 

six weeks of her life in the hospital. When she was 5-1/2 months old, she was readmitted to the hospital 

where she remained for one month until she was sent home with 24-hour hospice care.  

Prior History: The infant was her 17-year-old motherôs and 18-year-old fatherôs only child. At the end 

of January 2014 the infant was hospitalized with an upper respiratory infection and low weight. Hospital 

staff were worried the parents were not following care instructions at home. They were also concerned 

because the parents had missed several follow-up appointments since the infantôs discharge from the 

hospital after birth. The parents were indicated for medical neglect and an intact family services case 

was opened. The mother and infant lived with the maternal grandparents and the maternal grandmother 

took over primary responsibility for the infantôs care.  

 

 

Child No. 96 DOB 3/14 DOD 5/14            Natural  

Age at death: 2-1/2 months 

 Substance exposed:  Yes, marijuana  

Cause of death: Complications of premature birth 

Reason For Review: Unfounded child protection investigation within a year of childôs death 

Action Taken: Investigatory review of records 

Narrative: Two-and-a-half-month-old infant born prematurely at 27 weeks gestation, weighing 2 

pounds, 7 ounces and exposed to marijuana, was found unresponsive in the morning by his motherôs 35-

year-old boyfriend, his siblingsô father. The infant had been sleeping on a queen-sized bed with his 31-

year-old mother and his 7 and 9-year-old siblings. The infant was the motherôs third child to die from 

complications of prematurity: one baby died before ever leaving the hospital and the other baby died at 

18 days old. A child protection investigation of the infantôs death was unfounded.  

Prior History:  In March 2014 the hotline was called with a report alleging that the newborn infantôs 

father was a registered sexual offender who was living with the mother and her three older children. The 

report was unfounded for substantial risk of sexual injury when the investigation uncovered that the 

mother, who did not know the father was a sexual offender, lived with her boyfriend (the father of her 

three older children) and the infantôs father actually lived elsewhere, but had registered the motherôs 

address without her permission.  

 

 

Child No. 97 DOB 9/10 DOD 6/14            Natural  

Age at death: 3 years 

 Substance exposed:  Unknown (born in another state) 

Cause of death: Complications of Dandy-Walker syndrome 

Reason For Review: Unfounded child protection investigation within a year 

Action Taken: Investigatory review of records  
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Narrative: Three-year-old medically complex child died at home with hospice care in place. The 

child was born with congenital health difficulties and spent much of his life in hospitals. His diagnoses 

included Dandy-Walker syndrome (a congenital brain malformation involving the cerebellum and the 

fluid-filled spaces around it), hydrocephalus, shunt placement, seizure disorder, spastic quadriplegia, and 

hypertension.  

Prior History:  In July 2013 the child was transferred to a transitional care facility for children with 

complicated health care needs. In October 2013 the facility called the hotline and a report was taken for 

substantial risk of physical injury by neglect; the mother was arrested for disorderly conduct for making 

a statement to a staff member at the facility that was perceived as a threat. The investigation was 

unfounded because the conduct did not involve the child or the motherôs ability to care for the child. 

 

 

Child No. 98 DOB 1/98 DOD 6/14            Natural  

Age at death: 16 years 

 Substance exposed:  No 

Cause of death: Alexander Disease 

Reason For Review: Open intact family services case at time of childôs death 

Action Taken: Investigatory review of records 

Narrative:  Sixteen-year-old girl died in the hospital while receiving palliative care. She suffered 

from Alexander Disease, a rare, slowly progressing, and fatal neurodegenerative disease.  

Prior History:  In the year prior to the girlôs death, DCFS investigated three reports alleging medical 

neglect of the teen by her 43-year-old mother. All of the investigations were unfounded based on her 

primary care physician and other treating physiciansô opinions that the mother was doing her best to care 

for the teen with the limited resources available to her and that she was not medically neglecting the 

teen. While the third child protection investigation was pending, the mother agreed to an intact family 

services case being opened to provide support to herself and her three minor children.  

 

  

Child No. 99 DOB 8/02 DOD 6/14            Natural  

Age at death: 11-1/2 years 

 Substance exposed:  No 

Cause of death: High grade glioma brain tumor 

Reason For Review: Child was a ward 

Action Taken: Investigatory review of records 

Narrative: Eleven-and-a-half-year-old girl died from a brain tumor in a respite and transitional living 

facility for children with medical complexities, where she had resided for three months. Her parents 

visited her at the facility and her mother was with her when she died.    

Prior History:  In January 2014 the 48-year-old mother and 53-year-old father were indicated for 

substantial risk of physical injury by neglect to the girl because of domestic violence. An intact family 

services case was opened. In February 2014 the child entered foster care because her doctors did not 

believe she was safe at home any longer because of her parentsô escalating domestic violence and 

alcohol abuse fueled by their grief. The mother engaged in services while the child was in the medical 

facility.  
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15-YEAR DEATH RETROSPECTIVE 

 

TOTAL DEATHS BY CASE STATUS FY 2000 TO FY 2014 

 

FISCAL YEAR 2000 2001 2002 2003 2004 2005 2006 2007 

CASE STATUS # % # % # % # % # % # % # % # % 

Ward 29 30.2% 42 40.8% 23 23.7% 28 22% 31 22.3% 37 26.6% 17 19.8% 24 21.6% 

Unfounded  DCP 7 7.3% 14 13.6% 7 7.2% 21 16.5% 29 20.9% 29 20.9% 25 29.1% 35 31.5% 

Pending DCP 10 10.4% 6 5.8% 8  8.2% 15 11.8% 12 8.6% 15 10.8% 7 8.1% 16 14.4% 

Indicated DCP 8 8.3% 14 13.6% 9 9.3% 12 9.4% 6 4.3% 1 0.7% 1 1.2% 6 5.4% 

Child of Ward 5 5.2% 4 3.9% 6 6.2% 12 9.4% 2 1.4% 2 1.4% 1 1.2% 4 3.6% 

Open Intact 9 9.4% 12 11.7% 20 20.6% 19 15% 15 10.8% 31 22.3% 20 23.3% 13 11.7% 

Closed Intact 5 5.2% 3 2.9% 7 7.2% 7 5.5% 13 9.4% 0 0% 1 1.2% 2 1.8% 

Open 

Placement/Split 

Custody 

13 13.5% 4 3.9% 9 9.3% 3 2.4% 17 12.2% 5 3.6% 4 4.7% 2 1.8% 

Closed Placement/ 

Return Home 
3 3.1% 1 1% 4 4.1% 2 1.6% 2 1.4% 0 0% 0 0% 5 4.5% 

Others 7 7.3% 3 2.9% 4 4.1% 8 6.3% 12 8.6% 19 13.7% 10 11.6% 4 3.6% 

TOTAL  96 100% 103 100% 97 100% 127 100% 139 100% 139 100% 86 100% 111 100% 
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FISCAL YEAR 2008 2009 2010 2011 2012 2013 2014 TOTAL  

CASE STATUS # % # % # % # % # % # % # % # % 

 Ward 19 19.2% 21 23.6% 19 22.9% 25 22.1% 19 17.9% 15 16.1% 19 19% 368 23% 

Unfounded  DCP 18 18.2% 19 21.3% 17 20.5% 23 20.4% 32 30.2% 19 20.4% 28 29% 323 21% 

Pending DCP 13 13.1% 14 15.7% 14 16.9% 17 15% 12 11.3% 12 12.9% 16 16% 187 12% 

Indicated DCP 12 12.1% 4 4.5% 7 8.4% 8 7.1% 12 11.3% 10 10.8% 6 6% 116 7% 

Child of Ward 3 3% 2 2.2% 7 8.4% 4 3.5% 1 0.9% 0 0.0% 0 0% 53 3% 

Open Intact 18 18.2% 12 13.5% 9 10.8% 21 18.6% 14 13.2% 7 7.5% 10 10% 230 15% 

Closed Intact 2 2% 6 6.7% 2 2.4% 3 2.7% 2 1.9% 8 8.6% 2 2% 63 4% 

Open 

Placement/Split 

Custody 

4 4% 6 6.7% 1 1.2% 8 7.1% 1 0.9% 10 10.8% 13 13% 100 6% 

Closed Placement/ 

Return Home 
1 1% 1 1.1% 5 6% 2 1.8% 1 0.9% 4 4.3% 0 0% 31 2% 

Others 9 9.1% 4 4.5% 2 2.4% 2 1.8% 12 11.3% 8 8.6% 5 5% 109 7% 

TOTAL  99 100% 89 100% 83 100% 113 100% 106 100% 93 100% 99 100% 1580 100% 
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 CHILD DEATHS BY DCFS CASE STATUS AND MANNER OF DEATH  2000 THROUGH  2014 

 

FISCAL YEAR 00  01  02  03  04  

 
 

05  

 
 

06  07  08  09  10  11  12  13  14  TOTALS  

Total Deaths  96  103  97  127  139  139  86  111  99  89  83  113  106  93  99  1580  

Ward  29  42  23  28  31  37  17  24  19  21  19  25  19  15  19  368  

Natural  13  20  14  18  16  28  10  13  11  9 16  10  8 6 8 200  

Accident  6 9 3 3 3 1 2 6 5 4 1 3 2 2 4 54  

Homicide  7 9 3 6 8 5 4 3 3 4 1 8 7 3 4 75  

Suicide  0 0 3 1 2 3 0 0 0 3 0 2 2 1 1 18  

Undetermined  3 4 0 0 2 0 1 2 0 1 1 2 0 3 2 21  

Unfounded Investigation  7  14  7  21  29  29  25  35  18  19  17  23  32  19  28  323  

Natural  0 5 2 9 16  17  8 9 6 7 4 9 6 3 5 106  

Accident  2 6 0 6 8 8 8 16  7 7 4 7 13  7 9 108  

Homicide  4 2 3 5 2 1 7 5 3 2 4 2 7 3 6 56  

Suicide  0 0 1 0 0 0 0 1 1 1 4 2 0 0 1 11  

Undetermined  1 1 1 1 3 3 2 4 1 1 1 3 6 6 7 41  

Pending Investigation  10  6  8  15  12  15  7  16  13  14  14  17  12  12  16  187  

Natural  0 1 7 6 6 4 3 8 3 6 0 4 4 2 5 59  

Accident  5 1 1 3 1 5 2 2 1 4 7 9 4 3 2 50  

Homicide  3 3 0 5 3 3 2 4 3 2 2 0 3 3 1 37  

Suicide  0 0 0 0 0 0 0 0 2 0 0 1 0 0 0 3 

Undetermined  2 1 0 1 2 3 0 2 4 2 5 3 1 4 8 38  

Indicated Investigation  8  14  9  12  6  1  1  6  12  4  7  8  12  10  6  116  

Natural  1 4 7 7 3 1 0 2 4 1 4 2 3 1 0 40  

Accident  4 7 0 4 3 0 0 4 2 3 1 2 4 6 1 41  

Homicide  1 1 1 0 0 0 0 0 4 0 0 3 3 1 1 15  

Suicide  0 0 0 0 0 0 0 0 0 0 1 0 0 1 0 2 

Undetermined  2 2 1 1 0 0 1 0 2 0 1 1 2 1 4 18  
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FISCAL YEAR 00  01  02  03  04  

 
 

05  

 
 

06  07  08  09  10  11  12  13  14  TOTALS  

Child of Ward*  5  4  6  12  2  2  1  4  3  2  7  4  1  0  0  53  

Natural  3 1 1 6 1 2 1 2 1 0 3 2 0 0 0 23  

Accident  1 1 2 3 1 0 0 0 1 1 2 0 0 0 0 12  

Homicide  0 0 2 2 0 0 0 0 1 1 1 1 0 0 0 8 

Suicide  0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Undetermined  1 2 1 1 0 0 0 2 0 0 1 1 1 0 0 10  

Open Intact  9  12  20  19  15  31  20  13  18  12  9  21  14  7  10  230  

Natural  6 6 6 4 8 23  12  5 6 5 5 12  4 1 4 107  

Accident  0 5 7 10  1 5 3 4 4 4 1 3 5 4 3 59  

Homicide  1 1 5 1 1 2 4 2 4 2 0 4 1 0 2 30  

Suicide  0 0 0 0 1 0 0 0 1 0 0 0 0 0 0 2 

Undetermined  2 0 2 4 4 1 1 2 3 1 3 2 4 2 1 32  

Closed Intact  5  3  8  7  13  0  1  2  2  6  2  3  2  8  2  64  

Natural  2 2 2 3 3 0 0 1 2 2 1 0 1 1 1 21  

Accident  2 0 4 1 5 0 1 1 0 1 0 3 1 3 0 22  

Homicide  1 0 0 3 4 0 0 0 0 2 0 0 0 2 1 13  

Suicide  0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Undetermined  0 1 2 0 1 0 0 0 0 1 1 0 0 2 0 8 

Open Placement/Split Custody  13  4  9  3  17  5  4  2  4  6  1  8  1  10  13  100  

Natural  6 4 6 3 12  3 3 1 4 1 1 2 0 5 10  61  

Accident  1 0 0 0 2 1 1 0 0 2 0 4 0 3 1 15  

Homicide  1 0 1 0 3 1 0 0 0 1 0 0 1 1 2 11  

Suicide  0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Undetermined  5 0 2 0 0 0 0 1 0 1 0 2 0 1 0 12  

Closed Placement  3  1  4  2  2  0  0  0  0  0  0  0  0  0  0  12  

Natural  3 0 3 1 1 0 0 0 0 0 0 0 0 0 0 8 

Accident  0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 1 

Homicide  0 0 1 1 1 0 0 0 0 0 0 0 0 0 0 3 

Suicide  0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Undetermined  0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
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FISCAL YEAR 00  01  02  03  04  

 
 

05  

 
 

06  07  08  09  10  11  12  13  14  TOTALS  

Adopted  0  2  2  1  1  0  0  0  0  0  0  0  0  0  0  6  

Former Ward  5  1  0  1  1  0  1  1  1  0  1  1  1  2  2  1 8  

Return Home  0  0  0  1  0  3  0  4  1  1  5  2  1  4  0  22  

Homicide by a ward**  1  0  1  2  0  0  0  0  0  0  0  0  0  0  0  4  

Interstate compact  0  1  0  0  1  0  1  0  0  0  0  0  0  0  0  3  

Preventive services  0  0  1  3  4  13  5  2  3  2  0  0  1  1  0  35  

Subsidized Guardianship  0  0  0  1  0  0  0  0  0  0  0  0  0  0  0  1  

Child of former ward ***  0  0  0  0  3  1  0  0  0  0  0  0  0  0  1  5  

Extended family support  0  0  0  0  2  2  0  1  0  1  0  0  5  0  0  11  

Child Welfare Referral  0  0  0  0  0  0  3  1  5  1  1  1  5  5  1  2 3  

*In FY 01 a child of a ward was also a ward and was only counted once in the total. 

**In FY 00, FY 02 and FY 03 the victims of the homicide by a ward were either not involved with DCFS and therefore not included in the total or 

the victims were involved with DCFS and had been included in another category. 

***In FY14 the child of a former ward was counted in the indicated DCP category instead of the child of a former ward category. 
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INVESTIGATING AND INDICATING PARENTS FOR  

CO-SLEEPING  

 

OFFICE OF THE INSPECTOR GENERAL  

Department of Children and Family Services 

 

 

Investigating and Indicating Parents for Co-Sleeping  

in the Absence of Drug or Alcohol Use With No Other Evidence of Neglect1
 

 

 

Introduction  

In 2008, the Illinois Child Death Review Teams recommended DCFS develop a protocol for indicating parents whose 

children die while bed sharing when the parent was under the influence of alcohol or drugs (Illinois Child Death 

Review Teams, 2010).
2
  In the same year, the Illinois Child Death Review Teams recommended DCFS develop 

guidelines for SCR (State Central Register/the DCFS hotline) to accept for investigation calls about babies who died 

while co-sleeping.  The practice of bed sharing, also known as co-sleeping, refers to a parent sleeping with an infant in 

an adult bed, on a mattress, couch, armchair or other ñunsafeò sleep environment.  ñCo-sleepingò can also refer to the 

practice of ñroom sharingòðhaving an infantôs crib in the same bedroom as the parent, but not sharing the adult bed 

with the infant. In this report, however, ñco-sleepingò is meant to be synonymous with ñbed sharing.ò  

  

A 2009 survey of Illinois parents found that nearly 18% reported their infant ñusuallyò co-slept with another person 

(Illinois Pregnancy Risk Assessment Monitoring System, 2009, p. 39).  Occasional co-sleeping may be even more 

prevalent: according to a more detailed survey in another state, when parents were asked whether their infant had 

ñeverò co-slept with them during the first three months of life, 65% said ñyes.ò (See section entitled ñThe Prevalence 

of Co-Sleepingò). 

 

In 2009 and 2010, the Illinois Child Death Review Teams expanded on their previous position on co-sleeping, 

including a recommendation that: 

 

If DCFS determines, during the investigation of a childôs death due to unsafe sleep practices, that the 

caregiver of the child at the time of death or at the time the child was placed in the unsafe sleep 

environment, has received prior information, education, [or] documentation regarding safe sleep 

recommendations from hospital staff, schools, [or] DCFS and knowingly did not follow the safe sleep 

recommendations, the case shall be indicated for [Allegation] 60 Risk of Harm [Substantial Risk of 

Physical Injury by Neglect] at a minimum (Illinois Child Death Review Teams, 2012, p. 105).  

                                                 
1
 January 9, 2014 

2
 In response to these 2008 recommendations, DCFS stated: 

 

It is important that DCP staff not just accept/rely on a coronerôs report that finds the death to be accidental but 

look at blatant disregard which is defined as incidents where the risk of harm to the child was so imminent and 

apparent that it is unlikely that a parent or caretaker would have exposed the child to such obvious danger 

without exercising precautionary measures to protect the child from harm (Illinois Child Death Review Teams, 

2010).  
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DCFS responded to the CDRT recommendation, stating that procedures would be amended to instruct investigative 

staff to indicate for Allegation 60, Substantial Risk of Physical Injury by Neglect, in situations where a child died 

while in an unsafe sleep environment and the caregivers had received prior education or documentation about safe 

sleep.  The Department also agreed to instruct investigative staff that if the caregiver had consumed alcohol or drugs 

prior to the childôs death in an unsafe sleep environment, the death could be indicated for Allegation 51, Death by 

Neglect (Illinois Child Death Review Teams, 2012, pp. 96-97, 101-102, 105).  Allegation 60, Substantial Risk of 

Physical Injury by Neglect, has a five year retention; Allegation 51, Death by Neglect, has a 50 year retention.
3
 To 

date, the Department has not issued procedures, policy, or rules instructing investigative staff regarding indicating for 

co-sleeping. 

 

Historically, coroners and the Cook County Medical Examiner called infant deaths into the hotline for record keeping 

purposes only (though they could also allege abuse or neglect).  SCR recorded the deaths as information-only/unusual 

incident reports. In 2011, the hotline began taking calls involving co-sleeping for investigation of neglect.   

 

In its review and investigation of child deaths, the Office of the Inspector General has noted inconsistencies in 

investigations in terms of who is indicated or why. Cases in which the cause of death was accidental overlay have been 

unfounded for Death by Neglect, while cases in which the childôs cause of death was undetermined have been 

indicated for Death by Neglect. This paper will limit its review to the Departmentôs current practice of investigating 

parents whose child has died while co-sleeping in the absence of drug or alcohol use or other factors suggesting abuse 

or neglect, and address whether the practice is advisable and whether it is being administered fairly and consistently. 

The Shift in Classifying Co-Sleeping Infant Deaths 

Until 1969, the sudden and unexpected death of an infant was classified as a crib death. The term Sudden Infant Death 

Syndrome (SIDS) was introduced at that time to describe the ñsudden death of any infant following a post-mortem 

which fails to adequately identify a cause of deathò (Krous, 2010, p. 7).  For thirty years, unexplained infant deaths 

were categorized as SIDS, a natural manner of death.
4
  

 

In 1999, the Centers for Disease Control (CDC), which collects data on infant deaths, began using the term Sudden 

Unexpected Infant Death (SUID) to describe any death of an infant less than one year of age that occurs suddenly and 

unexpectedly, and whose cause of death is not immediately obvious prior to a coroner or medical examinerôs 

investigation (Centers for Disease Control and Prevention, 2013). The CDC did this after recognizing in the late 1990s 

                                                 
3
In 2011, the Illinois Child Death Review Teams again recommended that DCFS: 

 

Have a protocol in place for consistent findings for unsafe sleeping conditions where DCFS previously agreed to indicate for 

allegation 60 when it was documented that the parents/caregivers have been told of the safety hazards of unsafe sleeping and 

allegation 51 when the parents/caregiver have been drinking or using drugsò (Illinois Child Death Review Teams, 2013).  

 

The Department responded that it was ñre-writing procedure 300 and will include what will be indicatedò (Illinois Child Death 

Review Teams, 2013).  The Child Death Review Teams also recommended the Department utilize safe sleep brochures and partner 

with public health organizations to educate the public about the risks of unsafe sleep practices:  

 
[The] team would like DCFS to send brochures to [the] University of Illinois & Southern Illinois University Pediatric 

residency programs.  The team would like DCFS to work with DHS and IDPH and local health departments to educate on 

safe sleep (Illinois Child Death Review Teams, 2013).  

 

The Department agreed with the recommendations and stated the Department would work with ñDHS, IDPH and local health 

departments to educate families on safe sleepò and ñlook at the Public Service Announcement for safe sleepò (Illinois Child Death 

Review Teams, 2013). 

  
4
 There are five manners of death: natural, accident, suicide, homicide, and undetermined.  
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that coroners and medical examiners were attributing different causes of death (e.g., accidental suffocation or 

unknown) to infant deaths previously categorized as SIDS.  

The CDC noted that inconsistent practices in investigations and cause-of-death determinations hamper the ability to 

monitor national trends, ascertain risk factors, and design and evaluate programs to prevent child deaths. In an effort to 

standardize practice, the CDCôs Division of Reproductive Health (DRH) launched the Sudden Unexpected Infant 

Death Initiative (Centers for Disease Control and Prevention, 2011). The goals of the SUID Initiative are to 

standardize and improve data collected at the death scene; promote consistent classification and reporting of cause of 

death; improve national reporting of SUID; and reduce SUID by using improved data to identify those at risk. To 

accomplish these objectives, in 2006 the SUID Initiative revised the existing (1996) CDC Sudden Unexplained Infant 

Death Investigation Reporting Form; developed a training curriculum and materials for investigators of infant deaths, 

and; trained medicolegal professionals and child advocates to conduct comprehensive infant death investigations. By 

2012, the CDC developed a state-based SUID Case Registry (SUID-CR) pilot program to supplement current vital 

statistics-based surveillance methods (currently, Arizona, Colorado, Louisiana, Michigan, Minnesota, New Jersey, 

New Mexico, New Hampshire, and Wisconsin are participating in the pilot).
5
  

The term Sudden Unexpected Infant Death (SUID) may be thought of as a cause of death classification used before a 

thorough investigation assists a coroner or medical examiner in determining a cause of death. 

 

 
 

Figure 1: Classification of Infant Deaths 
 

Both Sudden Infant Death Syndrome (SIDS) and Sudden Unexplained Death in Infancy (SUDI) are causes of death 

attributed to the sudden death of an infant less than one year of age in which a thorough investigation, including a 

complete autopsy, scene investigation, review of the medical/clinical history, and appropriate laboratory testing fails to 

identify a specific cause of death (Centers for Disease Control and Prevention, 2013; The National Association of 

Medical Examiners Ad Hoc Committee on Sudden Unexplained Infant Death, 2007, p. 4). A death should be classified 

as SUDI, not SIDS, when one of the following situations is present:  

                                                 
5
 The CDCôs Funding Opportunity Announcement for the Sudden Death in the Young Registry (formerly SUID-CR) will be 

released in the spring of 2014.  State health departments are encouraged to create teams of child death review experts and apply to 

participate. 
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1. The case meets the criteria for SIDS, but there is evidence of a disease condition whose contribution to the 

death is unknown or cannot be excluded as a causative or contributing factor. 

2. The case meets the criteria for SIDS, but there is evidence of an external condition or risk factor (such as bed 

sharing with adults, sleeping face down on a soft pillow or sleeping on an adult mattress) whose contribution 

to the death is unknown or cannot be excluded as a causative or contributing factor. 

3. Something in the investigation precludes a diagnosis of SIDS, but the cause and manner of death have not 

been determined. 

A case would be properly classified as SIDS when there is no other cause of death identified after a complete autopsy, 

including toxicology and other laboratory tests, scene investigation, and review of the medical/clinical history, and 

there are no unusual scene findings or sleeping conditions identified (The National Association of Medical Examiners, 

2002). 

The National Association of Medical Examiners (NAME) recommends using the CDCôs Sudden Unexplained Infant 

Death Investigative Report Form or a similar checklist to conduct a scene investigation, and also recommends that 

coroners/medical examiners identify and record conditions called ñgray zone findingsò which may or may not have 

contributed to the death but are included on the death certificate because their connection to the death cannot be ruled 

out  (The National Association of Medical Examiners Ad Hoc Committee on Sudden Unexplained Infant Death, 2007, 

p. 12).  In response to these recommendations, the Cook County Medical Examiner and coroners in Illinois began 

including more conditions such as ñbed sharingò or ñpossible overlayò when officially reporting causes of infant 

deaths.  

When investigating an infant death, the scope of a medical examiner or coronerôs scene investigation should include: 

determining the original position of the infant when first found unresponsive, conducting interviews, obtaining a 

medical and social history, and whether the family had any previous unexplained infant or childhood deaths (The 

National Association of Medical Examiners Ad Hoc Committee on Sudden Unexplained Infant Death, 2007, pp. 4-6, 

12).  The information that must be obtained before an investigation is considered complete is attached to this report as 

Appendix A.   

 

Because the criteria for classifying an infant death as SIDS or SUDI are so similar, there is variability within counties 

in Illinois about what circumstances result in a finding of SIDS (a natural manner of death), versus SUDI (an 

undetermined manner of death). For example, in some counties the otherwise unremarkable death of an infant co-

sleeping in an adult bed might be called a SIDS death. Because SIDS is considered natural, the death would not be 

indicated by DCFS. In many counties, the same death would be called a SUDI death, an undetermined manner of 

death. Because the death involved co-sleeping, it would be investigated by the Department, and might be indicated for 

Substantial Risk of Physical Injury by Neglect or Death by Neglect.  

 

Reasons for the Change in SIDS and SUDI Mortality Rates   

Over the past 20 years, the rate of infant mortality attributed to SIDS has decreased while the rate of infant deaths 

attributed to accidental asphyxiation or unknown causes has increased.
6
  In part, this is due to the reclassification of 

some unexplained infant deaths that historically would have been classified as SIDS, but whose cause was determined 

after a thorough investigation (Shapiro-Mendoza, 2009, p. 538).  In addition, the national Back to Sleep campaign 

which promoted education and public awareness of SIDS risk factors is credited with the precipitous drop in SIDS 

deaths over the past few decades (Kinney, 2009, p. 795).   

                                                 
6
 A 2004 study looked at 20 years of infant mortality data and concluded infant mortality rates attributable to accidental 

suffocation and strangulation in bed quadrupled between 1984 and 2004 (Shapiro-Mendoza, 2009, p. 536).    
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Success of the Back to Sleep Campaign  

The Back to Sleep public education campaign has been credited with significantly reducing the actual incidence of 

SIDS
7
 while increasing the publicôs awareness of unsafe infant sleep environments (Shapiro-Mendoza, 2009, pp. 537-

538).  One study suggests that if parents were made as aware of the risks of sleeping with their baby as Back to Sleep 

made them aware of the risks of babies sleeping on their stomachs, a substantial further reduction in infant deaths 

could be achieved (Carpenter R., 2013, p. 10).    

 

Public health campaigns that promote education about safe sleep have been revised several times since the early 1990s 

to accommodate new information.  In 2000, the American Academy of Pediatrics (AAP) amended the Back to Sleep 

campaign to include information regarding the hazards of bed sharing under certain conditions; in 2005, the AAP 

amended their recommendations to include a supine sleep position, a firm sleep surface with no loose bedding or 

blankets, and a separate sleep area for baby (National Institute of Child Health and Human Development, 2013).
8
  

Currently, the AAPôs Back to Sleep campaign includes the ñABCò campaign to address bed sharingðthe campaign 

educates parents about placing their infant to sleep (A)lone, on their (B)ack, and in a (C)rib (Task Force on Sudden 

Infant Death Syndrome, 2011).
9
    

 

Although public health organizations like the AAP that championed the Back to Sleep movement have now expanded 

their safe sleep guidelines and recommend against co-sleeping,
10

 public acceptance of this information has not been 

widespread, and there are barriers that impede widespread acceptance of the recommendation.   

 

Risks Associated With Co-Sleeping 

A 2013 British study titled Bed Sharing When Parents Do Not Smoke: Is There a Risk of SIDS? found that bedsharing 

is especially dangerous when combined with known risk factors such as smoking, drug or alcohol use, and low birth 

weight (Carpenter R., 2013, p. 10).
11

  The study reported a slightly increased risk of unexplained death for all infants 

under three months of age who co-slept with an adult, regardless of whether or not the infants were breastfed, exposed 

to maternal tobacco smoking, or if their mothers consumed ñ2 or more units of alcohol in the past 24 hoursò (Carpenter 

R., 2013, p. 8).  The study also found that bottle feeding increases the risk of unexplained infant death (Carpenter R., 

2013, p. 8). 

 

The American Academy of Pediatrics (AAP) does not recommend co-sleeping with infants because of research 

suggesting it ñmight increase the risk of overheating, rebreathing or airway obstruction, head covering, and exposure to 

tobacco smoke, which are all risk factors for SIDS,ò and because co-sleeping ñexposes the infant to additional risks for 

accidental injury and death, such as suffocation, asphyxia, entrapment, falls, and strangulationò (Task Force on Sudden 

Infant Death Syndrome, 2011).   

 

                                                 
7
 SIDS mortality rates in the United States declined almost 50% between 1992 and 2004 (Shapiro-Mendoza, 2009, p. 535). 

8
 Other Recommendations ñwarn[ed] against letting baby get too warm during sleep and suggest[ed] using a pacifier to help reduce 

SIDS risk.ò  
9
A 2013 JAMA editorial titled Bed Sharing per se Is Not Dangerous questions whether the data used to support the AAPôs 

recommendation against bedsharing is accurate in light of the ñnonuniform and unverifiableò data available on causes of infant 

death (Bergman, 2013).  
10

 In 2012, the National Institute of Child Health and Human Development (NICHD) rebranded the ñBack to Sleepò campaign as 

the ñSafe to Sleepò campaign, which continues to promote awareness that ñsafe sleep environments and back sleeping [are] ways 

to reduce the risk of SIDS and other sleep-related causes of infant deathò (National Institute of Child Health and Human 

Development, 2013).   
11

 The Carpenter study was criticized in a 2013 Praeclarus Press White Paper that found the conclusions to be unsubstantiated 

because the analysis used ñfaulty and missing data and did not account for confounding criteria used to define bedsharing and 

risksòïwhile the Carpenter analysis did include major risk factors associated with SIDS [sleep position, parent smoking, alcohol 

use, drug use, birthweight and infant age, the study did not discuss other factors that ñinfluence breathing and arousabilityò like 

bedding (sleep surface) or temperature (Praeclarus Press White Paper, 2013). 
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Unsafe sleeping environments, such as an adult bed or couch, increase the likelihood of an overlay suffocation where 

the person (adult or child) sleeping with the infant rolls over and unintentionally smothers the infant.  Unsafe sleeping 

environments also increase the likelihood of accidental positional asphyxia when an infantôs face becomes trapped in 

soft bedding or wedged in a small space such as between the mattress and a wall or between couch cushions. Excessive 

or heavy bedding on an adult bed can cause an infant to overheat and increases the likelihood of accidental suffocation, 

asphyxiation or entrapment in loose bedding materials.   

 

The Consumer Product Safety Commission and the National Institute of Child Health and Human Development now 

report that infants sleeping in adult beds are 20 times more likely to suffocate than infants who sleep alone in cribs 

(National Maternal and Child Health Bureau Center for Child Death Review).  The National Infant Sleep Position 

Study found ñinfants who bed shared were 2.9 times more likelyéto usually sleep beneath more than two bed covers, 

and they were almost twice as likely to be covered with a quiltò regardless of room temperature (Willinger, 2003, p. 

46).  

 

The Prevalence of Co-Sleeping 

The Pregnancy Risk Assessment Monitoring System (PRAMS) 

The Pregnancy Risk Assessment Monitoring System (PRAMS) is a surveillance project of the Centers for Disease 

Control and Prevention (CDC) and state health departments. It collects state-specific, population-based data about 

maternal behaviors and experiences before, during and after pregnancy that may be associated with adverse pregnancy 

outcomes.  Illinois is one of forty states
12

 representing approximately 78% of all U.S. live births that currently 

participate in the PRAMS surveillance project (Centers for Disease Control and Prevention, 2013). Every month in 

Illinois, approximately 200 mothers who gave birth that month are contacted and asked to complete written surveys.
13

   

 

The PRAMS questionnaire has two parts:  a set of core questions asked by all states and a second set of questions from 

a pretested list of standard questions developed by the CDC or developed by states on their own. As a result, each 

state's PRAMS questionnaire is unique. Among the second set of questions surveyed by PRAMS are parental 

behaviors related to their  infantôs  sleep.  

 

Because each state can develop supplemental questions, some states have developed specific questions targeting 

patterns of co-sleeping. For example, Maryland 2009-2011 PRAMS surveys included the following question:
14

 

 

How often does your new baby sleep in the same bed with you or anyone else: 

      Ä Always 

      Ä Often 

      Ä Sometimes 

      Ä Rarely 

      Ä Never 

 

                                                 
12

 New York City also participates in the Pregnancy Risk Assessment Monitoring System. 
13

 The 200 mothers represent a ñstratified systematic sampleò of eligible birth certificates. 
14

 Prior to 2009, the Maryland PRAMS survey did not ask this question. 
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Figure 2 Prevalence of Co-Sleeping, Maryland 2009-2011  

(Maryland Pregnancy Risk Assessment Monitoring System, 2011) 

 

 

Maryland was able to determine and report on the prevalance of women reporting co-sleeping (see Chart above). 

PRAMS collects data not available from other sources about pregnancy and the first few months after birth. The data 

gathered by PRAMS is ñused to identify groups of women and infants at high risk for health problems, to monitor 

changes in health status, and to measure progress towards goals in improving the health of mothers and infantsò 

(Centers for Disease Control and Prevention, 2013).  

 

Maryland used its data to focus on specific campaigns to raise awareness among its minority population to prevent 

sleep-related deaths.   In Baltimore City, most of the infant deaths were not from natural causes but were deaths with 

risk factors of co-sleeping, objects in the crib, and stomach sleeping.
15

 Baltimoreôs ñBômore for Healthy Babiesò Sleep 

Initiative targeted education about the dangers of co-sleeping to minority communities, and developed a video 

presentation about safe sleep.
16

 In 2012 Baltimoreôs infant mortality rate dropped for the third year in a row after the 

initiation of ñBômore for Healthy Babiesò in 2009. 

 

Illinoisô 2009 PRAMS infant sleep survey question was limited to a true or false statement: 

 

My new baby sleeps with another person ..................... T      F  

 

In 2009, 17.9% of the Illinois  mothers who participated in the Illinois PRAMS survey reported their infant ñusuallyò 

sleeps with another person (Illinois Pregnancy Risk Assessment Monitoring System, 2009, p. 39). The Illinois 

Department of Public Health has not published its PRAMS survey results since 2009.
17

  

 

Co-Sleeping and Infant Mortality in Minority and Low Income Families  

The Illinois Violent Death Reporting System analyzed sleep related deaths in Illinois from 2003 through 2005 and 

determined that in Cook County, African American infants are 12 times more likely than White infants to die from 

sleep-related causes
 
(Child Health Data Lab at Children's Memorial Hospital, 2010, p. 1).

18
  The incidence of infant 

deaths due to unsafe sleep is significantly higher in certain parts of Cook County, and ñinfant deaths are clustered in 

                                                 
15

 Personal communication with Jana Goins, Epidemiologist, Maternal and Child Health, Baltimore City Health Department, 

December 11, 2013.   
16

The B'more for Healthy Babies Safe Sleep Video can be found online at http://www.youtube.com/watch?v=yBBiG6e4xRw.  
17

 Staff shortages have limited the ability to produce new reports; personal communication December 2013. 
18

 Only data from Cook County was analyzed for this report.  There is only one Medical Examiner system in the State of Illinois; 

the Cook County Medical Examinerôs jurisdiction includes İ the Stateôs population.  

  

http://www.youtube.com/watch?v=yBBiG6e4xRw
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the middle portion of the south side and on the west side. In the suburbs, the deaths are roughly clustered in the 

Harvey/Dolton area, the Oak Park/Cicero area and the Streamwood and Des Plaines areasò
 
(Child Health Data Lab at 

Children's Memorial Hospital, 2010, p. 2). An analysis of ñthe geographic dispersion of undetermined infant deaths in 

Chicago strongly suggests an association with race and low incomeò (Child Health Data Lab at Children's Memorial 

Hospital, 2010, p. 2).  

 

In her introduction to the 2010 Reduction of Infant Mortality in Illinois Report, Secretary of Illinois Department of 

Human Services Michelle R.B. Saddler stated, ñWhile we continue to make progress, there is a persistent racial 

disparity in infant mortality that must be eliminated.  An African-American infant born in Illinois is still more than two 

and a half times as likely as a Caucasian infant to die before reaching one year of age.  Our current efforts are 

commendable, but they are not enoughò (Illinois Department of Human Services, 2011, letter). Currently, the rate of 

infant mortality deaths among Caucasians and Hispanics in Illinois are close to the Healthy People national goal of six 

deaths per 1,000 live births; the rates among African-Americans, however, are at a high level of 13.4 deaths per 1,000 

live births (Illinois Department of Human Services, 2011, p. 23).  Illinois will not be successful in reducing its infant 

mortality rate until the ratio of African-American to Caucasian infant deaths is improved (Illinois Department of 

Human Services, 2011, p. 25).  

 

The National Infant Sleep Position Study found the number of infants ñroutinely sharing an adult bed or mattressò 

more than doubled, from 5.5% to 12.8%, between 1993 and 2010. (Willinger, 2003, pp. 44-45)  The 17-year National 

Infant Sleep Position Study conducted annual telephone interviews with families of infants less than eight months of 

age in order to ñexamine trends in bed sharingéand the factors that influence this behaviorò (Willinger, 2003, p. 43). 

The study found that bed sharing with infants was more common than researchers predicted: 13% of infants usually 

slept in adult beds; about 20% of infants slept in an adult bed at least half of the time; and almost 50% of infants slept 

in an adult bed at some point during the two weeks before being surveyed (Willinger, 2003, pp. 46-48).  

 

The study used a ñthree-year moving average calculationò to determine whether the rates of bed sharing rose across all 

ethnic groups.  This study found ñit was more common for infants of nonwhite mothers to sleep on an adult bed for 

half or more of the time than infants of white mothersò (Willinger, 2003, p. 44).  Between 1993 and 2010, the 

percentage of white families bed sharing increased from 4.9% to 9.1%; during the same period, the percentage of 

Hispanic families bed sharing increased from 12.5% to 20.5% and the percentage of African-American families bed 

sharing increased from 21.2% to 38.7% (National Institutes of Health, 2013).  

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

Trends in Infant Bed Sharing in the United States, 1993-2010 

http://www.nih.gov/news/health/sep2013/nichd-30.htm 
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The National Infant Sleep Position Study also found an increased likelihood of an infant routinely bed sharing when 

there is a low household income (Willinger, 2003, p. 45).
19

  A 2008 study in Pediatrics found 14% of women surveyed 

who bed shared ñfelt the practice was safer than not bringing the infant to bed with themò (Hauck, 2008, p. s113). A 

2006 study surveyed 671 mothers of infants at Women, Infants, and Children (WIC) program centers
20

 and found 29% 

of the mothers believed that having their infant sleep with an adult helped to prevent SIDS (Colson, 2006, p. e248).  

 

The incidence of bed sharing in low income households has not been extensively researched, although data from a 

study of low-income families living in the District of Columbia between 1995 and 1997 concluded ñbed sharing was 

normative behaviorò in that community, with ñalmost 50% of 3 to 7-month-old-infants, predominantly low-income, 

inner city infants routinely sharing a bed with a parent or other adultò (Brenner, 2003, p. 39). The data also suggested 

that bed sharing occasionally occurred even in families where the infant usually slept alone.
21

  

 

Some Literature Supports Co-Sleeping 

Co-sleeping is championed by some academics because it is perceived as increasing parent-child bonding and the 

likelihood of breastfeeding, both of which are associated with more positive outcomes for children.  There is 

disagreement in the scientific and medical communities about whether bed sharing, in the absence of increased risk 

factorsðsuch as intoxication, smoking, use of illegal drugs or obesityðdoes in fact increase the risk of infant death.  

Because studies have found ñlittle or no independent association between bed sharing and SIDS,ò proponents of co-

sleeping like James J. McKenna
22

 take the stance that ñamong parents who do not use tobacco, alcohol, or other drugs, 

sleeping with their infant is a perfectly reasonable and potentially beneficial optionò (Gessner, 2006, p. 990).  

   

Proponents of bed sharing fear an anti-co-sleeping campaign for non-smoking mothers ñwould seemingly have little if 

any effect on the SIDS rates but could deny these mothers and infants any potential advantages in co-sleeping, 

including accessibility to the breastò (P. Flemming, 2006, p. 1). They point to its cultural and historical acceptability, 

and note that co-sleeping (including skin-to-skin care, or ñkangaroo careò) is ñaccepted as normal human practice by 

anthropologists and infant physiologists,ò and there are ñconsistently low rates of unexpected infant deaths in some 

societies in which bed sharing is a routine cultural practiceò (P. Flemming, 2006, p. 2).  In addition, proponents claim 

that co-sleeping with infants can lead to ñimproved breastfeeding, less infant crying, improved parent and child sleep, 

and improved parent-child bonding,ò all of which ñmay relate directly to a decreased risk of child abuseò (Gessner, 

2006, p. 990).  

 

Breastfeeding advocates fear recommendations against co-sleeping could place more infants at risk for unexplained 

death by causing a decrease in the number of infants that are breastfedðsome experts worry ñany action leading to 

reduced rates or duration of breastfeeding may increase infant mortalityò
 
(P. Flemming, 2006, p. 2).

  
 

 

Reasons Parents Choose to Bed Share 

A 2003 study in Clinical Pediatrics examined the way parents are educated about safe sleep practices and concluded a 

parentôs knowledge about safe sleep practices does not predict whether or not they will choose to co-sleep, and found 

many parents chose to bed share because of a ñparental preferenceò
 
(Forlwer, 2003, p. 1049).  In this study, 60% of 

parents practiced bed sharing regularlyðthese parents reported they ñéófeel safer with the baby in bed with meô and 

that it is óbetter for the baby to be closer to meôò (Forlwer, 2003, p. 1049).  Although the majority of parents co-slept 

because of parental preference, 16% of the parents who practiced bed sharing in this study did so because they did not 

have a crib (Forlwer, 2003, p. 1049).  The study also found that some parents who regularly use a crib ñrevert to bed 

sharingò if their infant wakes up in the middle of the night (Forlwer, 2003, p. 1049).  

                                                 
19

 The study also found a higher incidence of co-sleeping when a mother is less than 18 years old.   
20

 WIC program centers in Boston, Massachusetts, Dallas, Texas, Los Angeles, California, and New Haven, Connecticut were 

included in this study 
21

 4% of the families who responded their infant usually slept alone admitted their infant did not sleep alone the night prior to the 

interview.   
22

 Professor of Biological Anthropology and Director of the Mother-Baby Sleep Laboratory at the University of Notre Dame. 
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The rates of bed-sharing are highest when an infant is youngest: one study found 59% to 65% of mothers lay down or 

slept with their infant at night during the first three months after birth (Hauck, 2008, p. s113).  Rates of co-sleeping 

declined as infants aged, with 42% of infants bed sharing at two weeks, 34% bed sharing at three months, and 27% bed 

sharing at 12 months (Hauck, 2008, p. s115). The three most common reasons given for bed sharing were to ñcalm a 

fussy infant, to help the infant and/or the mother sleep and to facilitate breastfeedingò (Hauck, 2008, p. s115).  

 

Pop culture may reinforce beliefs that sleeping with an infant is an acceptable practice. A 2013 Christmas Pandora TV 

commercial portrayed a caring husband leaning over his wife, who was sleeping in bed with their infant. A 2011 

episode of Parenthood, a fictional TV series, showed a father falling asleep on a couch while holding and bonding 

with his newborn daughter.  These portrayals are intended to convey tender or empathetic moments of parents sleeping 

with or nodding off from exhaustion while holding their newborn infants. 

 

What or How Much Education About Safe Sleep Works?  

After giving birth at a hospital, new parents ñreceive a folder with a variety of information about caring for a 

newborn,ò however, studies have found ñinfant sleep position was not affected by receiving or reading a Back to Sleep 

brochureò (Forlwer, 2003, pp. 1049-1050).  To better educate new parents, it has been suggested that ñinstruction, 

reinforcement and demonstrationò of safe sleep practices should be done ñin the presence of both parents and other 

potential caregivers,ò and that education about safe sleep should be more direct and interactive (Forlwer, 2003, p. 

1050).  It is also recommended that ñpediatricians, family physicians, and other clinicians who care for infants need to 

be comfortable bringing up bed sharing with parentséespecially in the early months of life, in a way that is 

nonjudgmentalébut that conveys the evidence about the risks associated with this practiceò (Forlwer, 2003, p. 1049).  

 

Research has shown parentsô attitudes about safe sleep practices are strongly influenced by the information they 

receive from nurses and physicians, and ñthe personal education parents receive regarding SIDS prior to discharge is 

highly nurse and physician dependentò
 
(Forlwer, 2003, p. 1049).  Despite how influential physicians can be in helping 

parents learn about safe sleep practices, one study that analyzed parentsô education about safe sleep practices found 

that only ñ10%-15% of mothers [surveyed] responded that a doctor or nurse had advised them not to take the infant to 

bed with themò (Hauck, 2008, p. s118).   

 

The Illinois Child Death Review Teams recommended that parents or caregivers be indicated for Substantial Risk of 

Physical Injury by Neglect if before their baby died in an unsafe sleep environment they had received information 

about safe sleep and chose not to follow it. Child protection investigators seek to determine whether parents or 

caregivers of an infant who died while co-sleeping have been ñeducatedò about the dangers of co-sleeping.  It is 

thought if parents know about the risks of co-sleeping and decide to co-sleep anyway, they are consciously 

disregarding a substantial and unjustifiable risk that their child will suffer death or serious injury.   

 

Determining whether parents received sufficient education about safe sleep can be difficult to assess.  Literature about 

adult learning suggests an adultôs ability to learn and retain new information is limited, and is especially compromised 

during periods of stress, exhaustion, anxiety, or depression. Merely talking to a new parent one time about the risks of 

co-sleeping (or providing them with a brochure about safe sleep practices) does not necessarily equate to educating 

that parent, and it is important to consider barriers that prevent a parent from fully understanding the risks of co-

sleeping when they are presented.  In addition, differences in language and culture, as well as the ñuse of jargon and 

scientific languageò can make it difficult for new information to be absorbed (Rzepnicki, 2004, pp. 273-290).   

 

New information must be processed and not merely ñaccepted.ò  Specific barriers to effective communication and 

ñaccurate understandingò can ñinclude information overload, stress and illness, and language differences,ò and there 

are limits to how much new information can be processedðresearch suggests ñpeople can only retain about seven 

óchunksô of new information at any one timeò (Rzepnicki, 2004, pp. 273-290).  The stress new parents experience and 

their exposure to an overwhelming amount of new information undoubtedly impedes their ability to retain and process 

new information.    
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Furthermore, it is hard to measure how much a person understands the many ways in which they must change their 

daily behavior as a result of new information (Rzepnicki, 2004, pp. 273-290). This means that while a parent might 

truthfully tell a doctor or nurse they will not co-sleep with their infant, they may not consider the numerous actual 

changes they must make in their daily routines to adhere to this standard.  A personôs ability to truly change their daily 

behavior in response to new information can be compromised by ñstress, depression, or anxiety,ò all of which can be 

common emotions for new parents (Rzepnicki, 2004, pp. 273-290).  Newborn infants may need to be fed every hour 

and a half to two hours, and that combined with the increased stress of parents being sleep-deprived during the first 

weeks of adjusting to a new infant leads to parental exhaustion. 

 

DCFS Investigation of Co-Sleeping Deaths 

Prior to the Illinois Child Death Review Teamsô recommendations, the Department did not accept infant deaths for 

investigation unless abuse or neglect in the death was specifically alleged.  After the Department began taking for 

investigation calls that were previously reported for information-only purposes, the number of infant deaths 

investigated and indicated by the Department increased. The Department has not yet promulgated rules and procedures 

regarding the investigation of sleep-related deaths which would include requirements for investigation and what 

evidence is needed to support a finding.  Consequently, investigative tasks performed and the rationales for findings 

are inconsistent among child protection investigators.    

 

Definitions of Neglect 

An indicated finding for Allegation 51, Death by Neglect, requires a determination that a perpetrator exercised a 

ñblatant disregard of parental (or other person responsible for the childôs welfare) responsibilitiesò which resulted in 

a death (89 Ill. Admin. Code §300 Appendix B).  Under the Abused and Neglected Child Reporting Act, a parent or 

caretaker exercises ñblatant disregard" when a ñreal, significant, and imminent risk of harm would be so obvious to a 

reasonable parent or caretaker that it is unlikely that a reasonable parent or caretaker would have exposed the child 

to the danger without exercising precautionary measures to protect the child from harmò (325 ILCS 5/3).  

 

An indicated finding for Allegation 60, Substantial Risk of Physical Injury by Neglect, requires a determination that 

ñthe childôs environment creates a likelihood of harm to the childôs health, physical well-being, or welfare and the 

likely harm to the child is the result of a blatant disregard of parent or caretaker responsibilitiesò (325 ILCS 5/3).   

 

Inconsistent Investigation and Findings in Co-Sleeping Deaths 

The Office of the Inspector General has noted in its death reviews and investigations that the practice of indicating 

parents for neglect allegations based on a co-sleeping death is inconsistent. In FY 2009, the Office of the Inspector 

General reviewed three death cases in which a parent was indicated for Death by Neglect because an infant died in an 

unsafe sleep situation; all three cases involved parents drinking or using drugs.   In FY 2010, the Office of the 

Inspector General reviewed two cases in which a parent was indicated for Death by Neglect but neither case involved 

parental alcohol or drug use.  In FY 2011, there were seven cases in which a parent was indicated for Death by 

Neglect; only three of those cases involved parental alcohol or drug use.  In FY 2012, there were ten cases where a 

parent was indicated for Death by Neglect; only three of those cases involved parental alcohol or drug use.  

 

In FY 2013 the Office of the Inspector General reviewed 93 child deaths that fit its criteria of children whose families 

were involved in the child welfare system within the preceding twelve months.  Of the 93 child deaths reviewed, 25 

(27%) of the deaths involved unsafe sleeping arrangements.  Twenty-two of the unsafe sleeping arrangements involved 

co-sleeping.  In 15 (68%) of the 22 investigations, the caretaker was indicated. Twelve of the caretakers were indicated 

for Death by Neglect, a finding which is retained for 50 years and three were indicated for Substantial Risk of Physical 

Injury by Neglect, which carries a five year retention.  Only 2 of the 12 cases indicated for Death by Neglect involved 

the caretaker being under the influence of drugs or alcohol at the time of death.  Six (27%) of the co-sleeping 

investigations were unfounded.
23

   

                                                 
23

 One investigation was still pending at the time of review. 
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The following case descriptions illustrate the inconsistent findings being made in investigations involving co-sleeping:  

 

 A two-month-old infant was discovered unresponsive in bed after being put to sleep in an adult bed 

with her mother and two siblings (aged 2-1/2 years and 1-1/2 years).  The family had a play pen, but 

the mother stated the infant liked to sleep with her.  At the time the infant died, the play pen was not 

full of clothing or anything else that would pose a barrier to its use.  The two older children did not 

want to sleep in their own beds where they normally slept
24, 25
ðthe mother and infant slept on the 

right side of the bed and the two other children laid across the foot of the bed.  A substance abuse 

screen was conducted and neither alcohol nor drug use was disclosed. The hotline was contacted by 

police, who reported there were no signs of abuse, trauma or medical issues, and that the doctor 

believed the death was caused by rollover.  The family was maintained in a safety plan for nine 

months, where the mother was not allowed to live with her children.  The children stayed with their 

grandmother, who lived in the apartment below the mother.  As a result of a backlog in the medical 

examinerôs office, the official autopsy results were not available until nine months after the infantôs 

death.  The medical examiner ruled the manner of death was accident and the cause was asphyxia 

resulting from probable overlay.  Once the Department received the autopsy, the mother was indicated 

for Death by Neglect, which carries a 50 year retention.  As the mother is in school to become a nurse, 

the indicated finding threatens her future career (J.S., Cook County, 2013).  

 

 A six-week-old infant died and the mother self-reported that she had found the infant dead in her arms 

after falling asleep with the child.  The Department indicated the mother for Allegation #60, 

                                                 
24

 The Department had contact with this family less than one year before the infantôs death due to an unfounded allegation of 
inadequate supervision against the mother.  Despite the fact the allegation was unfounded, the family was referred for Norman 

services to purchase toddler beds.  Although the investigation aftercare plan documented that the family was referred, further 

investigation revealed that they may not have received these funds.      
25

 In May 2006 the Office of the Inspector General began distributing portable cribs to child protection workers throughout 

Illinois.  The Office of the Inspector General started purchasing the cribs from the non-profit organization Cribs for Kids in May 

2010ðprior to that time, portable cribs were obtained from a variety of other sources.  In FY 2011, the Department assumed 

responsibility for the purchase and distribution of portable cribs.  

Number of Parents Indicated After Co-Sleeping Infant Death 
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Substantial Risk of Physical Injury by Neglect, after an investigation showed that the mother had been 

educated about safe sleep practices and the need to place the child in a crib to sleep.  The mother 

appealed the finding which was overturned on administrative appeal because the administrative law 

judge found that the Department failed to show that the mother intended to fall asleep with the child.  

At the hearing, the mother admitted that she knew better than to sleep with the infant, but claimed that 

she had not intended to fall asleep, but was apparently more exhausted than she realized when she laid 

down with the baby.  Under these conditions, the administrative review determined that she could not 

be indicated for Allegation # 60, Substantial Risk of Physical Injury by Neglect (A.G., Lake County, 

2011).  

 

 A one-month-old infant was found unresponsive after sleeping with his father on a couch and being 

placed face-down on the fatherôs chest.  Prior to the death, the family was given information about not 

co-sleeping with their infant; the family had a crib and bassinet, and the infant usually slept in the 

bassinet unless not feeling well.  The father reported he had been sleeping with the infant on the couch 

for two weeks because the infant was not feeling well and would not sleep unless someone was 

holding him.  The father drank two beers on the evening the infant died, but did not report feeling 

intoxicated or buzzed.  When the mother discovered the infant positioned between the father and a 

couch cushion, she began performing CPR.  The father was unfounded for Allegation #51, Death by 

Neglect, and Allegation #60, Substantial Risk of Physical Injury by Neglect with the rationale that the 

infant died of SUDI due to co-sleeping; there were no reported concerns of trauma or evidence of 

blatant disregard; although the parents were educated about co-sleeping, it is culturally common for 

this type of co-sleeping to occur; and the father was sleeping with the child on the couch for several 

days because the child would not sleep without being held (M.F., Crawford County, 2012).  

 

 A two-month-old infant was discovered unresponsive around 7:00 a.m. by her father. The infant had 

slept between her parents in two twin beds pushed together. The family resided in a shelter, and there 

was no crib or bassinet in their room. The father reported smoking marijuana and staying awake until 

4:00 a.m. playing video games. The infant, who had a cold and was congested, was last seen alive at 

that time. No signs of abuse or neglect were observed on any of the other five children residing at the 

shelter, who were removed under a safety plan.  The medical examiner ruled the cause and manner of 

death undetermined, and noted the infant ñwas found by the father on a bed, unresponsive, and face 

up.ò  Both parents were indicated for allegation #51 Death by Neglect, and unfounded for Allegation 

#60, Substantial Risk of Physical Injury by Neglect (H.J., Cook County, 2013).  

 A two-month-old infant was found unresponsive in an adult bed.  The previous evening, the infant had 

slept in the same bed as her mother.  In the morning, the mother awoke and left to pick up the infantôs 

father from work.  The mother believed the infant was sleeping when she left the home; while she was 

gone, her brother checked on the infant and found her sleeping on her back in the bed.  When the 

mother returned, she discovered the baby unresponsive in the bed.  The mother had found a bug in the 

infantôs crib, and that was why she had placed her infant to sleep with her in bed.  The mother was 

indicated for Allegation #51, Death by Neglect and for Allegation #60, Substantial Risk of Physical 

Injury by Neglect, to her two surviving children.  The father was indicated for Allegation #60, 

Substantial Risk of Physical Injury by Neglect, because he allowed the mother to sleep with the infant 

(M.R., LaSalle County, 2012).  

 

 A seven-month-old infant, who was born two months prematurely and needed a feeding tube, was 

discovered unresponsive in an adult bed after her mother fell asleep while feeding her and accidently 

left the feeding tube running.  There was a crib/bassinet in the corner of the bedroom.  No signs of 

abuse or neglect were observed on any of the four other children living in the home, who were 

removed under a safety plan.  The medical examiner ruled the cause and manner of death 

undetermined, ñin consideration of the circumstances surround[ing] her death, autopsy examination, 
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ancillary studies and scene investigation which indicate an unsafe sleep environment (co-sleeping/bed 

sharing).ò  Allegations #51, Death by Neglect, and #60, Substantial Risk of Physical Injury by 

Neglect, against the infantôs mother were unfounded. In making this decision, the investigator noted 

the medical examiner did not classify the death as a rollover; the parents responded immediately upon 

noticing their child was in distress; and no arrests or criminal charges were filed against either parent 

(S.A., Cook County, 2013).   

Review of Indicated Findings 

The Office of the Inspector General reviewed all first sequence allegations of Death by Neglect related to unsafe sleep 

practices in FY 2011, FY 2012, and FY 2013. Some of the unfounded investigations were unavailable for review 

because they have been expunged.  Between FY 2011 and FY 2013, the number of cases indicated for Death by 

Neglect based on co-sleeping alone, with no evidence of other neglect, increased four-fold.   

  

In FY 2011, the Department investigated 41 allegations of Death by Neglect related to unsafe sleep practices.
26

  Eleven 

(27%) of the 41 investigations were indicated.  In six of the 11 indicated reports, the parent(s) had abused alcohol or 

drugs prior to the co-sleeping death.  In another, the investigation disclosed a chaotic household.  In the four remaining 

indicated investigations, the parents were indicated for Death by Neglect based on co-sleeping alone, with no evidence 

of other neglect.  

 

In FY 2012 the Department investigated 66 allegations of death by neglect related to unsafe sleep practices. Twenty-

one (32%) of the sixty-six investigations were indicated. In six of the indicated reports the parents(s) had used drugs or 

alcohol prior to the co-sleeping death. Another six investigations had other identified risk factors including chaotic 

household, environmental neglect, physical abuse and a prior death of another child. In nine investigations the parents 

were indicated for death by neglect based on co-sleeping with no evidence of other neglect.  

 

In FY 2013 the Department investigated 65 allegations of death by neglect related to unsafe sleep practices
27

. Thirty-

three (51%) of the investigations were indicated. In eight of the indicated reports the parent(s) had used drugs or 

alcohol prior to the co-sleeping deaths.  Another three reports involved other identified risk factors. Six investigations 

involved accidental positional asphyxia or entrapment with no other identified risk factors. In sixteen investigations the 

parents were indicated for death by neglect based on co-sleeping with no evidence of other neglect.   

 

The Office of the Inspector Generalôs review of indicated reports for sleep-related death by neglect found only one 

report where protective custody was taken of a surviving sibling. A 28-year-old mother was indicated after she co-slept 

with her three month old twins and one of the twins died. There was no indication during the investigation that the 

mother used drugs or alcohol, nor any other reports of neglect.  The mother reported that she was not sure if she had 

rolled over on the baby or not but she was indicated for death by neglect.  The motherôs surviving three month old twin 

was taken into custody and placed with a relative. During an extended shelter care hearing, the judge found that the 

State failed to meet its burden of proof to substantiate risk of harm to the surviving sibling. The judge returned custody 

to the mother and dismissed the case. 

 

Safety Plans 

Once a child death is accepted for investigation, a mandatory safety plan is put into place until the autopsy report is 

obtained. Most of the surviving siblings that are separated from their families through a safety plan are of an age where 

they are no longer at risk of harm from co-sleeping.  Because it can take several months to obtain an autopsy report, 

parents who already lost one child and children who have lost a sibling may be separated for long periods of time, 

                                                 
26

 This number does not include investigations that were overturned on appeal. 
27

 Three investigations are pending, two of those pending are sleep related deaths.     
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adding to the grief they are already experiencing.
28

  In its review and investigation of child deaths in FY 2013, the 

Office of the Inspector General found that in three of the co-sleeping child protection death investigations with 

surviving siblings, the surviving children were placed in safety plans outside the care of their parents during the 

pendency of the investigations for seven, eight and nine months, while the Department awaited completion of the 

infantsô autopsy reports.  A parent was indicated for Death by Neglect in only one of the investigations (see J.S. case 

example above).  

Case Law Involving Co-Sleeping Infant Deaths  

The Office of the Inspector General has reviewed case law to identify cases where parents have been held criminally 

liable for the death of a child due to bed sharing or have had an indicated finding of child abuse or neglect upheld in 

court.  Nine states, including Illinois, have cases in which parents were held liable for co-sleeping deaths.   

 

In 1997, the Illinois courts addressed whether risk of harm to surviving siblings was demonstrated after an infant died 

while co-sleeping with his mother on a couch, after she had consumed ñtwo shotsò of eggnog with brandy.  The 

appellate court affirmed the trial courtôs finding that the State had failed to prove the child died from negligence or that 

the mother had failed to exercise a reasonable degree of care.  In support of its finding, the court noted that the medical 

examiner had determined that the infantôs death was accidental and that an expert had testified that co-sleeping was 

ñnot detrimental and, in some cases, was beneficial to an infantò In re K.G., D.G., 288 Ill.App.3d 728, 682 N.E.2d 95 

(Ill.App.1997). 

 

In two cases in Utah, families were held criminally responsible because the co-sleeping death was the second co-

sleeping infant death in the same family.  Georgia, Florida, Tennessee, Arizona, Minnesota, Indiana and California 

have found liability because of parental misuse of drugs or alcohol.     

 

Two recent cases in California examined parental culpability when infants died while co-sleeping and their mothers 

were intoxicated at the time.  In one case, the mother was found guilty of felony child endangerment and sentenced to 

eight years in prison based on the facts that she habitually co-slept and habitually abused alcohol.  In the other case, the 

court found that the State had not proven that the mother presented a risk of harm to surviving siblings when an infant 

died while co-sleeping with her while she was intoxicated.  The court found that risk of harm could not be shown 

unless the State established that she had a habit or pattern of alcohol or other drug abuse.
29

 

 

Analysis of Findings of Administrative Appeals of Indicated Findings for Co-Sleeping 

The Office of the Inspector General reviewed available Illinois administrative appeals involving co-sleeping or other 

unsafe sleep practice.  There were three in FY 12, two in FY 13 and one in FY 14.  The six appeals were decided by 

six different administrative law judges (ALJs).   

 

Findings Overturned Based on Failure to Sustain Burden of Proof 

Five of the cases examined whether the Department had sustained its burden of proof to indicate the appellant for 

Death by Neglect (Allegation #51 ï 50 year retention) in cases of co-sleeping or other unsafe sleep practice.  In all five 

cases, the ALJ determined that a finding of Death by Neglect was not supported.  In four of the five cases, the ALJ 

found that the autopsy finding of ñUndeterminedò created a barrier to indicating an alleged perpetrator for Death by 

Neglect.  In the fifth case, the ALJ simply determined that although the child died of asphyxia and the parents were 

aware that co-sleeping presented risks, the parents did not act with blatant disregard for the infantôs safety, because 

they only co-slept ñwhen the child needed extra care or comfort.ò 

                                                 
28

  The prolonged separation of children from their parents seems to contradict the legislative intent of the statute that requires the 

Cook County Medical Examiner and Illinois coroners to provide preliminary reports of autopsy within 5 days of a childôs death, 

when the child is under 2 and has died suddenly and unexpectedly (55 ILCS 5/3-3016).   
29

 Arizona, Florida, Georgia, Indiana and Tennessee have sustained criminal findings against parents after co-sleeping deaths 

where the parents abused drugs or alcohol prior to engaging in co-sleeping.  Utah, in two separate cases, upheld criminal liability 

to parents whose infants died while co-sleeping when each family had lost a previous child to co-sleeping. 
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In the other four appeals, the ALJ found that the act of lying down with the infant to nurse or comfort the child did not 

create an environment injurious or demonstrate blatant disregard for the infantôs safety.  One appeal involved a family 

with nine children.  The parents had received recommendations about safe sleep but chose not to use a crib because a 

younger child had gotten caught in the slats and injured.  The ALJ determined that the parentsô decision was based on 

their experience and culture, and did not demonstrate blatant disregard for the infantôs safety.   

 

Finding Overturned Based on Failure to Show Substantial Impairment 

In two of the appeals that were overturned, the co-sleeping parent had consumed several alcoholic drinks but there was 

no showing of substantial impairment.   

 

The Relevance of Safe Sleep Education 

Five of the six appeals addressed whether the parents had received education about safe sleep.  In three of the appeals, 

the finding was overturned despite the parentsô admission to having been educated about safe sleep.  In one case, a 

parentôs indicated finding of Inadequate Supervision was upheld for placing the infant in a bed and co-sleeping with 

knowledge that the practice was risky.
30

  In the fifth case, the indicated finding was overturned after the parent denied 

having received education about the risks of co-sleeping and testified that the lactation specialist at the hospital had 

told her about the benefits of breast-feeding in bed. 

 

Expungement Based on Exhaustion and the Failure to Show Blatant Disregard 

In one appeal, the ALJ noted that the mother was tired after a full day of work.  The ALJ examined whether the 

motherôs decision to lay down in bed to breastfeed her infant created either an environment injurious to the childôs 

safety or demonstrated blatant disregard for the childôs safety.  The ALJ determined that it did neither.  The ALJôs 

determination was similar to the unpublished determination of the court in Ramos and Gonzalez v. DCFS (12 MR 251 

Lake County Circuit Court 2012).  In Ramos, the Department indicated a mother whose infant had died while in bed 

with her.  The indicated finding was based on the motherôs admission that she had received information that co-

sleeping was dangerous for infants.  The mother filed an administrative appeal in which her indicated finding was 

upheld.  The mother appealed her indicated finding to the circuit court.  The circuit court overturned the administrative 

finding.  The mother testified that she misjudged how exhausted she was and had laid down with the child, not 

intending to fall asleep.  The court noted that the Department had failed to show that the act of lying down with an 

infantðwithout sleepingðshowed a blatant disregard for the childôs safety.  The court found that even assuming the 

mother knew that the practice of sleeping with her child was dangerous, the Department had not shown that by lying 

down with the infant, the mother had intended to fall asleep and overturned the Departmentôs indicated finding as 

clearly erroneous.
31

    

                                                 
30

 Although not cited as the basis for upholding the finding, the ALJ noted that on the evening in question, the father had consumed 

ten alcoholic ñshooters.ò    
31

 Child welfare systems in Louisiana and Wisconsin will not substantiate a finding against the parents unless there is suspected or 

actual abuse/neglect that exists apart from the bed sharing (Telephone conversations with Linda Hale, Wisconsin Department of 

Health Services and Linda Carter, LCSW-BACS, ACSW, CPI Section Administrator, Louisiana Department of Children & Family 

Services).  If the death is attributable purely to co-sleeping, including death attributable to possible overlay, and cause 

undetermined, they do not substantiate findings against the parents for neglect. 

 

Louisianaôs child welfare policy states:  

 

If the child was co-sleeping with another child or an adult at the time of death and the initial suspicion/diagnosis 

is SIDS, the information is not a report unless there is also a suspicion of abuse/neglect. An example of a 

suspicious circumstance is an impaired adult sleeping with a child. If at a later date there is toxicology or other 

evidence indicating a cause of death other than SIDS, the report may need to be accepted at that time. The 

reporter shall be advised to contact the department, if any later evidence indicates a possibility of abuse/neglect  
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Diversion of Investigative Resources 

Intensive investigative resources and training will need to accompany any attempt to consistently indicate parents for 

co-sleeping.  Even then, the Department may lose an administrative or judicial appeal because the parent may 

successfully argue that there is insufficient scientific proof that co-sleepingðin the absence of alcohol or drug use ðis 

blatantly dangerous.   

 

In order to support an indicated finding for Allegation 60, Substantial Risk of Physical Injury by Neglect, for co-

sleeping, the Investigator will have to be able to prove the following facts: 

 

1. That the caregivers were sufficiently educated about the dangers of co-sleeping; 

2. That the caregiver intended to ignore the risks of co-sleeping; 

3. That the practice of co-sleeping, in the absence of ingestion of drugs or alcohol by the caretaker, presents a 

significant risk of harm to an infant. 

 

In addition, while awaiting receipt of the infantôs autopsy report, the family will be subject to a safety plan and the 

Department will have to monitor that safety plan. Autopsy reports, including toxicology results, may take several 

months or more to be completed.  

 

Conclusion 

Infants should sleep alone, on their backs, and in cribs.  Sleep-related deaths are a preventable public health issue that 

should be addressed as such.  Indicating parents for co-sleeping with infants is ill-advised until such time as either the 

legislature recognizes it as negligent or the scientific community is less divided on the question.  Illinois law defines 

negligence as acting with blatant disregard for a childôs safety or well-being.  Blatant disregard is defined as an action 

which is so inherently dangerous that a reasonable parent would not subject their child to it.  When surveys disclose 

that as many as 65% of parents admit to co-sleeping with their infant at some time, a single act of co-sleeping cannot 

meet the definition of blatant disregard in the absence of other complicating factors suggesting negligence ï such as 

substance abuse, or a child whose medical needs make co-sleeping extraordinarily dangerous (assuming the parents 

have been adequately advised).   

  

The Departmentôs decision to begin investigating and indicating co-sleeping deaths in the absence of allegations of 

neglect or abuse (such as intoxicated parents) is a departure from existing statute and rule.  Mandated reporters are not 

currently instructed that a parentôs disclosure of co-sleeping requires a call to the hotline.  Administrative law judges 

have recognized the dissonance and have refused to uphold indicated findings for parents who co-slept in a misguided 

effort to comfort or nurse their child.  

 

In addition, the decision to indicate for co-sleeping ignores other sleep-related risks ï such as parents smoking, and 

placing the child to sleep on their stomach.  Whether the decision to co-sleep with an infant demonstrates blatant 

disregard for a childôs safety is an issue for public debate, and should therefore go through rule-making and review by 

the Joint Committee on Administrative Rules.   

 

The Departmentôs current practice is especially ill-advised because it unfairly burdens poor families.  Low quality 

adult bedding (sagging mattresses and couches with gaps) may result in accidental asphyxiation more frequently than 

new bedding ï suggesting that poorer families will more frequently be indicated.  Studies have shown that minorities 

                                                                                                                                                                                 
(11/27/13 email from Linda Carter, LCSW-BACS, ACSW, CPI Section Administrator, Louisiana Department of Children & 

Family Services).  

 

Both Louisiana and Wisconsin have public education programs that address co-sleeping, and have adopted strong 

public health campaigns that work to reduce co-sleeping within minority populations.   
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are more likely to co-sleep ï also contributing to the disparate impact on already vulnerable families that indicated 

findings may have.   

  

In addition, lack of sleep and exhaustion can result in unintended co-sleeping; the exhaustion factor also affects the 

ability of new parents to process the quantity of information they receive after birth ï especially when that information 

is contradicted by loved ones. 

 

An indicated finding of Death by Neglect remains in the State Central Register for 50 years.  One reason the State 

Central Register exists is to flag individuals who are unsuitable to care for or work with children (e.g., daycare 

workers, teachers, nurses).  It is inconceivable that the legislature intended to bar individuals from such employment 

because they unintentionally fell asleep with their baby or slept with their child in an effort to feed or comfort them.   

  

 

Recommendations 

1. This Report will be shared with the Secretary of the Illinois Department of Human Services and the Director of 

the Illinois Department of Public Health to address co-sleeping as a public health issue, including a focus on 

the reduction of infant mortality rates among minority populations. 

 

2. The Department of Children and Family Services should reinstate its historical practice of investigating co-

sleeping deaths only when the report discloses circumstances suggesting possible abuse or neglect, such as an 

intoxicated parent or a previous co-sleeping death in the same family.  In the alternative, the Department 

should immediately convene public hearings toward adopting Rules governing investigating and indicating co-

sleeping deaths. 

3. The Inspector General will share this Report with the Senate Human Services Subcommittee.  

 

4. The Inspector General will share this Report with the Illinois Child Death Review Teamsô Safe Sleep 
Subcommittee.  
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Appendix A  

 

It is recommended that the following conditions, if present in a specific case, be reported on the death certificate:  

 

 Bedsharing 

 Unsafe or soft sleep surface (if found face down) 

 Previous unexplained infant death of sibling 

 Excessive blanketing or wrapping 

 Face down position when found 

 Intoxication (defined as detection of a substance in infantôs system) 

 Prenatal exposure to tobacco smoke 

 Abrupt change in sleep position 

 Abrupt change in sleep location 

 Abrupt change in sleep surface 

 Injuries of unknown significance (specifying the type) 

 

(The National Association of Medical Examiners Ad Hoc Committee on Sudden Unexplained Infant Death, 2007, p. 

12) 
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GENERAL INVESTIGATIONS  

 

 

GENERAL INVESTIGATION 1  

 

After a serious incident of domestic abuse, which was witnessed by five children, the 

investigator failed to take protective custody of the children even though the father 

had a history of four indicated findings, three for substantial risk of physical harm due to domestic violence 

and one for physical abuse of a toddler. 

 

 

The father had three children from a previous relationship who were removed 

because of serious domestic violence against the mother. The father became 

involved with a second woman who had a two year-old daughter. The father was indicated for Cuts, Welts, 

Bruises and Abrasions of the two year-old and was initially not permitted to live with them. The girlfriend 

was pregnant and the father was permitted contact after the birth of the new baby, because he became 

compliant with services, including domestic violence and anger management.  The three children from the 

previous relationship, who had been in foster care were also returned to the father.  
 

Approximately one year later, the hotline was called after the father threw a coffee table at the television, 

picked the girlfriend up and shoved her against the wall then to the ground and choked her. The father threw 

bricks at the family car, breaking the windshield.  The children who witnessed the incident ran to the 

neighbors to call 911. The police observed injuries to the girlfriend.  
 

According to court records the father was held in jail for three days. After posting bail, the Court ordered the 

father to have no contact with the girlfriend and children throughout the adjudicatory hearing that took place 

seven months later. He ignored the order and moved back in after being released from jail. Child protection 

investigators never obtained the court records and the investigator and supervisor assumed a 72 hour no 

contact order. IG investigators contacted pretrial services and learned that within the last year standard bail 

conditions for domestic violence in the county changed from 72 hour no contact to no contact through 

adjudication. 
 

The children were not seen by child protection investigators for forty-six days after the hotline call. After a 

failed attempt to see the children the day after the hotline call, the primary investigator went on vacation 

believing that the father was still in jail and presented no risk to the children. The supervisor, who was 

intermittently on leave during the time as well, was aware that no one had seen the children and twice asked 

parallel investigators to go to the home. No one called the police for a well-being check. The primary 

investigator, who returned from vacation, contacted the girlfriend by phone.  
  
When the children were seen, the two eldest children (nine and seven years-old) told the investigators details 

of the domestic violence incident and said they witnessed it, though the nine-year-old said she was not 

supposed to talk about it. The five year-old boy said his dad hits him in the head and jaw so hard it knocks 

him down. The four year-old girl asked the investigator if they could move to a different location to talk 

because she was afraid the parents would hear her talking to the investigator. She reported that ñDaddy Punch 

Mommy.ò The family denied any other instances of violence in the home since the hotline call and refused 

any recommended services.  
 

The child protection investigator told Inspector General investigators she worried the children were being 

ALLEGATION  
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coached. She also felt the mother was minimizing the violence in the home. Though neither supervisor nor 

investigator documented the conversation in SACWIS, the investigator called the on-call supervisor after 

interviewing the family. She told Inspector General investigators that she wanted to take protective custody 

but the supervisor felt that since there had been no incident since the hotline call they would not be able to 

demonstrate ñurgent and immediateò necessity to remove the children. Protective custody was not taken and 

the children remained in the home. 
 

The supervisor told Inspector General investigators he did not recall the conversation but said that had the 

investigator requested protective custody he would have approved it. He said while on call he would have had 

no information on the family during the call because he does not carry his DCFS issued laptop that has access 

to the Statewide Automated Child Welfare Information System. He said he is not required to have the laptop 

while on call because the internet system is intermittent in his area. He said he relies on the investigator for 

the family history and current status.  
 

The father was indicated for risk of harm related to domestic violence in the home. The court allowed the 

family to remain intact with a protective order for the children and an order of cooperation for the girlfriend 

and father. The court order stated, among other things, that the girlfriend and father were to remain drug and 

alcohol free and complete drug drops. An intact family case was opened through a private agency.  
 

The father completed some services but the worker never required the parents to complete drug drops as 

ordered by the court. That worker left the private agency. Prior to the intact worker leaving the agency, the 

father was arrested for Driving Under the Influence (DUI). According to the police report the father and 

girlfriend were visibly intoxicated and arguing. The father failed the field sobriety test. The information was 

never reported to the Court.  
 

Reporting of the DUI 

Inspector General investigators requested the case file from the agency and on the following day spoke with 

the supervisor about the DUI charge of which she was unaware. After the new intact worker confronted the 

family about the DUI, the family initially said they had not informed the former worker of the DUI. Days later 

however, when the new worker chided the girlfriend about keeping that from the agency she confessed that 

they had actually told the former worker about the DUI within days of the arrest, but added that the former 

worker recently contacted the father and asked them to deny that they told him about the DUI. The Inspector 

General investigator retrieved phone records that confirmed that the former intact worker called the father the 

same day that the Inspector General informed the agency of the fatherôs DUI. 
 

The former worker had learned about the Inspector General investigation when an outreach worker, still 

employed at the agency who was assisting in gathering records in response to the Inspector General request, 

contacted the former worker and alerted him to the investigation by the Inspector Generalôs Office.  
 

The Former Intact Worker  

The Office of the Inspector General referred the former intact worker to the Departmentôs Child Welfare 

Employee Licensure Division (CWEL) for an investigation. During the CWEL investigation, the former intact 

worker relinquished his CWEL. The worker had been investigated 13 years earlier before by the Inspector 

Generalôs Office. At that time, he was investigated for falsifying an entire child protection investigation. 

During the investigation he resigned and signed a letter relinquishing any reinstatement rights. The 

Department coded the former employee as someone who could not be rehired by DCFS or any other state 

agency. Despite this, he was hired by the private agency, a contracted DCFS agency, just five months after his 

departure from DCFS. Inspector General investigators learned that it is not the practice of DCFS Human 

Resources to inform DCFS contracted private agencies that a former employee has no reinstatement rights 

even when the agency asks for employment verification. 
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1.  Given the former intact workerôs history of falsification and 

his unethical behavior in this case, the private agency should 

review cases still open where he was the assigned worker.  

 

The Office of the Inspector General shared a redacted copy of the report with the private agency and the 

agency's Board of Directors. The Inspector General met with agency management and a representative from 

the Board of Directors to discuss the findings in this report.  Other than the case identified in this report, there 

were no other open cases for which this former employee had been the assigned worker. 

 

2.  The private agency should request a DCFS Clinical consultation for the family because of three risk 

factors involved, physical abuse, substance abuse and domestic violence. 

 

Clinical consultation was provided to the private agency team through the domestic violence specialty service 

program.  Physical violence issues were addressed within the domestic violence consultation.  It was stressed 

within the consultation that the fatherôs addiction issues needed to be addressed to ensure child safety.  The 

Divisionôs Alcohol and other Drugs administrator provided consultation to the private agency team regarding 

identified substance abuse issues and also requested modification of the Departmentôs drug testing contract to 

test for suspected steroid abuse by the father.  

 

3.  The private agency should discipline the outreach worker for alerting the former employee to the 

pending Inspector General investigation. 

 

The employee submitted her resignation and is no longer employed by the private agency. 

 

4.  If child protection investigators cannot meet their obligation to assess child(ren) in a timely 

manner the supervisor should assure that the police are contacted for a welfare check.   

 

Department Procedures 300, Reports of Child Abuse and Neglect, is on target to issue final policy by 

December 31, 2014.  Procedures 300 policy training is planned for the period January 1, 2015 to June 30, 

2015.  This training will reinforce caseworker and supervisor compliance with the policy revisions. 

 

5.  On-call supervisors should be required to have a DCFS issued laptop with them while on call. In 

situations where an on call supervisor does not have access to the internet and the air card signal is not 

adequate, that supervisor should be required to locate the closest point to their home where the air card 

functions. On-call supervisor SACWIS notes should be entered contemporaneously. The supervisor in 

this case should receive discipline for not entering any notes.  

 

Department Procedures 300, Reports of Child Abuse and Neglect, is on target to issue final policy by 

December 31, 2014.  Procedures 300 policy training is planned for the period January 1, 2015 to June 30, 

2015.  This training will reinforce caseworker and supervisor compliance with the policy revisions.  The child 

protection supervisor received a 1-day suspension. 

 

6.  The Departmentôs employee services should provide ódo not rehireô information to contracted 

child welfare agencies that require employment verification on any employee who met requirements for 

separation due to an egregious act.  

 

The Department agrees and will implement. 

 

 

OIG RECOMMENDATIONS /  

DEPARTMENT RESPONSES 



 

GENERAL INVESTIGATIONS 122 

Addendum: 

 

1. The new bail conditions standard should be disseminated to the countyôs Child Protection 
Investigators. 

 

The new bail conditions standard were disseminated to the child protection investigators in this county. 

 

2. When child protection investigations involve an arrest for domestic violence, investigators should 

contact pretrial services to obtain bail conditions. 

 
Department Procedures 300, Reports of Child Abuse and Neglect, is on target to issue final policy by 

December 31, 2014.  Procedures 300 policy training is planned for the period January 1, 2015 to June 30, 

2015.  This training will reinforce caseworker and supervisor compliance with the policy revisions. 

 
3. The Department should expeditiously amend the drug testing laboratoryôs contract to include 
steroid testing.  

 
The contract with the drug testing laboratory was amended to include the two steroid tests. 

 
4. Upon amending the drug testing laboratoryôs contract, the agencyôs supervisor should be informed 
of the availability of steroid testing and be advised to contact the Administrator for Substance Abuse 

Services for further information on obtaining an anabolic steroid screen for the father. 

 
The contract amendment is complete and the father has been tested for anabolic steroids multiple times.  

Information on accessing drug testing for steroids was added to the substance abuse section of the D-Net 

resources tab.   

 
5. When a DCFS worker has a case involving a caretaker who is suspected of anabolic steroid use, the 

worker should contact the Administrator for Substance Abuse Services for information on the 

appropriate anabolic steroid screen. 

 
Department Procedures 300, Reports of Child Abuse and Neglect, is on target to issue final policy by 

December 31, 2014.  Procedures 300 policy training is planned for the period January 1, 2015 to June 30, 

2015.  This training will reinforce caseworker and supervisor compliance with the policy revisions. 

 
6. The drug testing laboratory information on the D-Net should be amended to include steroid testing 

once the laboratoryôs contract amendment is completed. 

 

The Department published a notice of the availability of steroid testing through a D-Net announcement.   

Additionally, information on accessing drug testing for steroids was added to the substance abuse section of 

the D-Net resources tab. 

 

 

 




